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INTRODUCTION- 



The Ophthalmic portion of this volume is intended to 
furnish in abstract an account of recent additions to our 
knowledge of medicine and surgery in so far as they are 
related to the eye and its diseases. The Editor has experi- 
enced some difficulty in selecting from the great mass of 
material collected by him from the publications issued dur- 
ing the past eighteen months what would be most likely to 
prove of value and interest to readers of the series. It was 
found impossible to present, by any effective process of 
condensation and in the space at his command, even a 
short review of ever^^ meritorious contribution to ophthal- 
mology that has lately appeared, not only in our own 
tongue but in the French, German, Italian, Spanish, 
Dutch, Scandinavian and Slavonic languages. For ex- 
cerpts from publications in the four last named, the 
Editor is indebted to the Managing Editor of the Annais 
of Ophthalmology, Dr. H. V. Wtirdemann, and to his 
efficient corps of collaborators. 

In making the selections in question the intention has 
been not to deal exclusively with matters that interest the 
specialist only, but to include, for the benefit of the gen- 
eral reader, such subjects as the relations of ophthalmology 
to extra-ocular diseases. 

Casey A. Wood. 
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ANATOMY. 

The Weight of the Lens After Extraction. E. Oruen- 
ert^ analyzed twenty-eight cases as follows: the average 
age of the patients was 65^ years^ and the observer 
finds that the average weight of the twenty-eight lenses 
was 0.22 gm., less than Vierordf s estimate of 0.26 to 0.29 
gm. The lowest weight was 0.093 gm.^ being that of a 
hypermatnre lens^ while the heaviest was a dislocated 
cataract weighing 0.347 gm. He found the average weight 
of the imcomplicated senile cataract in its unripe condition 
to be 0.247 gm., while that of the mature was only 0.215 
gm. In complicated cases the average weight of the un- 
ripe lens was 0.235 gm., while that of the ripe was 0.230 
gm. It was found that the average weight of the unripe 
cataract was 0.239 gm., while that of the ripe lens was 
0.218 gm. This agrees with clinical observations and seems 
to indicate that in the formation of cataract the lens be- 
comes cloudy in consequence of its absorbing the intraocu- 
lar fluids, so we have an increase in the weight of the lens, 
but when the cataract is completely ripened it loses in 
weight by giving up some of its fluid contents. Four lux- 
ated lenses weighed very little, their average being only 
0.181 gm., or 1^ times lighter than the normal lens. In 
the myopic eye the average weight was 0.230 gm. and of 
the hypermetropic lens 0.215 gm. 

Eochon-Duvigneaud^ has made a careful study of the 
lacrimal canals in both the adult and the new-bom. In the 
latter they present a curve with its convexity outward, but 



(X) Centralb. f. prkt. Augenhellk, June, 1900. 
(2) Arch. d'OphUlm., May, 1900. 
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10 THB BYB. 

in the adult they are nearly straight He does not regard 
the small valvules as of much importance. He finds that 
there are probably two chief classes of nasal duct closure; 
in the first it is impermeable at the lower end of the sac 
but is open above and below. In the other class the stenosis 
commences from below and gradually extends upwards, the 
canal disappearing and giving place to a cord of connective 
tissue. In the latter instance it would, of course, be im- 
possible to open the canal by means of a probe as a false 
passage would inevitably result. 

The So-Called Dilator Muscle of the Pupil. Frugiuele^ 
publishes the results of his own researches on the iris 
of man and many of the lower animals, and concludes 
that in the former there are no fibro-cellular muscles ex- 
cept those of the arterial walls and those of the sphincter 
iridis, which is rudimentary in some animals. The mem- 
brane of Br^cke or Henle is not muscular, but is an elastic 
membrane and is probably continuous with the elastic 
tissues of the choroid. The cellular elements in front of 
these are fixed; those behind are epithelial elements per- 
taining to the retinal epithelium. In man the sphincter 
rests on connective tissue, a thick compact mass which 
facilitates its function. 

G.T.Schoute* cites four cases in which the vortex veins 
did not follow the usual rule of piercing the sclera in the 
neighborhood of the equator. In one case it was noted 
that in the right eye one of the vortex veins left the eye 
very close to the optic nerve head. In the second case two 
anomalous vortices were seen ; one collected the blood from 
the upper nasal quadrant and proceeded in an oblique 
direction to the margin of the nerve head where it disap- 
peared. The other collected blood from the inf ero-temporal 
quadrant and reaching the margin of the nerve head al- 
most opposite the other vein trunk, disappeared almost as 
abruptly. In the other cases the vortex veins penetrated 
the globe in the region of the disc. 



a) GazzetU Internat. di Med., 1899, I. 2. 
(2) Weekl^tad t. Geneesk, Marcb. 1900. 
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ANATOMY. 11 

Konnal Variationi in the Sise of the Blind Spot. H. 

F. Hansell/ after examining Mariotte's spot in thirty- 
seven eyes of emmetropes, eleven hyperopes and four 
myopes^ finds that the distance from the center of the blind 
spot to the fixation point is a little longer in the right than 
in the left eye of emmetropes; in hyperopia the average 
distance is 3 mm. longer in the left than in the right eye^ 
while the longest and shortest distance is almost the same 
in each eye. In myopia the cases were so few that the aver- 
ages may be misleading. In comparing the three varieties 
of refraction we find that the greatest as well as the shortest 
distance is found in myopia. The center of the blind spot 
is, with a few exceptions, below a horizontal line running 
through the point of fixation. The shape of the blind spot 
in emmetropia is oval, with the long ^ameter in the ver- 
tical axis. In four of the cases the outlines were circular 
and in two the long axis was horizontal. This would seem 
to show that the optic disc is seldom circular, but, in the 
majority of cases, oval. In emmetropia the long diameter 
of the blind spot averages 31 mm. ; in hyperopia, 34 mm. 
and in myopia, 38 mm. It will thus be seen that the size 
of the blind spot is distinctly greater in myopia than in 
any other state of refraction. Hansell believes that an ex- 
amination of the size of the blind spot will prove useful in 
cases of optic neuritis, choked disc and glaucoma as well as 
in other disturbances of the eye. 

Begeneration of the Ciliary Nerves. A. Biette^ foimd 
that a few years after an opticociliary neurectomy had been 
performed, the eye had again become sensitive. An an- 
atomic examination having been made, he discovered that a 
regeneration of the ciliary nerves had occurred. New 
formations can spring from the nerve trunk, he says, and 
in spite of defective coaptation may penetrate the sclera 
and lead to irritative symptoms, especially in the ciliary 
body. 

Ganglion Cells of the Iris. N. Androgsky' believes that 

<1) Am. Jour. Ophthal., Nov., 18W. 

(2) ArchiT. f. Ophthal. Bd. 59; Ab. 1, 

(3) Arch, of Ophthal. 2$, 5. 
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12 THE BTE. 

in the nerves of the iris itself and in the region of the 
sphincter, ganglion cells are wanting; those described as 
such are either the nuclei of the nerve fibers or the stroma 
cells of the iris. Bipolar or multipolar nerve cells are 
f oimd only in the superficial network of the ciliary pro- 



PHYSIOLOGY. 

Lucien Howe* has given rules and invented an instru- 
ment for the exact measurement of the inter-ocular hose 
line. He has called attention to two different methods by 
which it is possible to determine accurately the distance 
between the centers of the pupils and to study the bearing 
of this important measurement upon relative accommoda- 
tion and convergence. 

S. S. Golowin,* by the use of a peculiarly constructed 
hydrometer, has succeeded in measuring the specific gravity 
of the aqueous humor in human and other eyes. He finds 
this to be constant in the eyes of various animals; in the 
dog, 1.0086; rabbit, 1.0087; cat, 1.0088. The aqueous has 
approximately the character and gravity of a 1 per cent 
sodic chlorid solution. In the human animal this may be 
increased by the endosmosis from a 5 per cent saline solu- 
tion placed in the conjunctival sac, although, strange to 
say, injection of the same solution into the subconjunctival 
tissues does not affect the fluids in the anterior chamber. 
In acute inflammatory glaucoma the specific gravity is 
much increased, but the latter is not affected by the changes 
that occur in the chronic form of the disease. 

T8cheming*8 theory of accommodation is called in ques- 
tion by N". Nicolai.' He holds that the surface of the crys- 
talline lens when the capsule is drawn upon has an equal 
curvature at all points instead of an tmequal one as held 
by the former observer. He believes that the lens during 



(1) Annals of Ophthal., July, 1901. 

(2) Graefe's Arch. f. Ophthal., 49, 2. 

(3) Ann. d'Oculistique, Aug., 1900. 
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PHTSIOLOOY. 18 

accGmmodktbn fiecranes tinimer, whereas Tscherning holds 
the opposite opinion. 

Xovements of the Ejft^Ball in Penont Seeing for the 
XinI Time; E. Trombetta^ reports the examination of a 
patient 10 years of age upon whom the operation for 
cataract in both eyes was brilliantly successful. The child 
had neither binocular nor simultaneous vision. It was 
necessary to develop the faculty of attention^ to establish 
the association between tactile and visual senses, to obtain 
the gradual substitution of visual for tactile senses and 
to train the associated movements of the eye-ball. Trom- 
betta succeeded, after the exercise of much patience, in ac- 
complishing this and decided that the education of persons 
seeing for the first time requires practically the develop- 
ment of the faculty of attention, and the retinal reflex of 
convergence. One must obtain, first, binocular, and then 
simultaneous vision. Teach the individual to associate tac- 
tile with visual images and, finally, induce a gradual sub- 
stitution of visual for tactile images. 

Forgettinf Sow to See, Th. Axenf eld* gives his own 
observations of a child 6 years old who for one year was 
blind of acquired cataract and when at the aid of that 
time, by means of a successful operation, he once more 
began to see, had forgotten how to use his eyes. The writer 
believes that a child even so short a time blind can be com- 
pared with one bom blind who has been operated upon, the 
only difference being that in the former case the patient 
learns how to see more readily than is usually the case with 
the congenitally blind. In both cases we have the pro- 
nounced disturbances in orientation and the complete lack 
or loss of visual memory. 

HutritionoftheCryitaUiiieLent. Ovio* injected differ- 
ent coloring substances, that were readily absorbed, sub- 
cutaneously into the living orbit, vitreous and aqueous 
humors aa wdl as into freshly nucleated eyes. Studies 
were afeo made by directly staining the crystalline. He 



A) Ann. di Ottalmologia. 1901, p. 17. 

(2) Kiln. Monat. f. Ausenhellk.. Bellag^Mft, IMO. 

(S) Ann. d'Oculiatlque, Aug.* 1900. 
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16 THE BYB. 

amount of aqueous may be removed by way of the retinal 
vessels there can be no question but that the posterior pole 
of the eye is closed in man^ dog, cat and chicken. In the 
human eye the evacuation of the intraocular fluid takes 
place through the canal of Schlemm, the perforating veins 
and the veins of the ciliary body and possibly the vessels 
of the ciliary processes. They believe also that a small 
amount of aqueous is evacuated at the root of the iris 
through the openings that are situated in the anterior sur- 
face of this membrane at its ^treme periphery. The fluid 
of the anterior chamber penetrates the iris at its periphery 
and in the peri-pupillary zone through the stomata de- 
scribed by Fuchs. From this opening it spreads through 
all the membrane in the interstitial spaces, especially 
through the posterior layer of the iris and then through 
the fibrillar tissues that are of more or less loose construc- 
tion ; hence it is absorbed by the vessels of the iris, especial- 
ly by the veins. From the canal of Schlemm the aqueous 
finally passes through the veins and capillaries penetrating 
them by filtration through their wdls and in no <»ise 
through open mouths. It traverses the endbihelial lining 
by insinuating itself into the endothelial interstices. In 
the advanced stages of glaucoma all the passages by which 
the aqueous humor escapes from the anterior chamber are 
more or less closed; sometimes the anterior surface of the 
iris and even of the ciliary body are capable of absorption, 
but their powers are always much reduced. In glaucoma, 
evacuation by way of the optic nerve is practically never 
established. 

Experimental ExophthalnuNi and Bnophfhalmns. Wal- 
ter Edmunds^ mentions three ways in which exophthalmos 
can be produced : (1) by acting on the sympathetic, either 
stimxQating it or dividing it; (2) by the administration 
of certain drugs; (3) by operations on the thyroid gland. 
Stimulation of the cervical sympathetic produced: (1) 
prominence of the eye; (2) widening of liie palpebral 
fissure; (3) at first increase and then decrease of intra- 

a) British Med. Jour., Feb., 1900. 
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PHYSIOLOGY. 15 

we could protect the eye from infection. He also found 
that a mild iritis lasting for a week or so is conducive to a 
successful resxQt, probably by increasing the vascxQar sup- 
ply in the neighborhood of tiie lens. In the case of newts, 
extraction of the lens was followed by its regeneration 
whether portion of this structure remained or not and he 
agrees with Wolff that the new tissue is constructed by 
the action of the iris. 

Theory of Acoommodation. M. Troncoso^ presents the 
theory of Carmona y Yalle and compares it with those of 
Heln^oltz and Tscheming; it is that the act of accommo- 
dation is accomplished by the compression of the periphery 
of the crystalline lens through the action of the circular 
fibers of the ciliary muscle. This compression acts upon 
the anterior fibers of the zonula, squeezes the soft portion 
of the lens and crowds it toward ijie center where it pro- 
duces a sort of lenticonus. As the lens is supported pos- 
teriorly by the vitreous the anterior surface is necessarily 
mostly affected. 

Development of the Lacrimal Paisages. Stangulaneau' 
states that in both man and the lower animals the lacrimal 
canal is first formed by an infolding of the ectoderm situ- 
ated between the maxillary and the external nasal centers. 
This is gradually enclosed as a cord of ectodermic cells 
which extend from the nasal fossa to the lower lid. The 
upper canaliculus is produced from an outgrowth of .the 
original line of cells. This cord increases in size and 
length and a central canal soon appears. In the human 
the lacrimo-nasal ducts and the canaliculi can be distin- 
guished at a very early period. 

Excretion from the Eye. Nuel and Benoit,' after 
numerous experiments on animals, conclude that by far 
the greater part of the aqueous humor is eliminated through 
the anterior chamber, although in the rabbit a small quan- 
tity escapes by way of the optic nerve — ^following the course 
of the central vessels. Although it is possible that a minute 

a) Ann. d'OcuUsUave, March. IMOl 

(2) Arch. d'Ophtal., March, 1909. 

(3) Arch. d'Ophtal., April, 1900. 
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18 THfi ETB. 

tory of cases of accommodation in lensless eyes^ ignores the 
fact that it is probably the pinhole pupil so often found 
in cases of secondary cataract (cutting off the diffusion 
circles) that enables the patient to read in spite of the fact 
that the normal accommodative apparatus has been de- 
stroyed. In Norris and Oliver^s Text-Book this matter is 
fully discussed. The well known experiment of reading 
print, even with the eye fully under the influence of 
atropin, through a pinhole in a piece of paper forms an 
adequate explanation of the accommodation in aphakic 
eyes. — ^Ed.] 

EXAMINATION OP THE EYE :— INCLUDING OPH- 
THALMOSCOPY. 

Certain portions of the fundus oculi which would be 
otherwise invisible may be brought into view by pressing 
upon the sclera, says Trantas/ during an ophthalmic ex- 
amination. Even the ora serrata may be easily distin- 
guished. The ciliary processes can be made out by the 
oblique illumination if the eye-ball is pressed in and the 
observer places his head as close as possible to the cone of 
light. By this method the ora may be distinctly seen in 
all eyes except those of colored people. If the light cone be 
made to pass through the adjacent parts, the ciliary body 
may be located by the shadow it casts. By this means, 
otherwise hidden pathologic changes, such as neoplasms, 
hemorrhages, peripheral cataract, etc., may be diagnosti- 
cated. 

The crossed cylinder as a means of determining the re- 
fraction (after the method of Edward Jackson) is again 
referred to and commended by T. B. Schneideman.* He be- 
lieves that it is the best subjective means of determining 
rapidly and with certainty the refractive condition and 
refers us to Jackson's Manual of Diseases of the Eye, page 
184, for a more lengthy description of its use. 

a) Arch. d'Ophtal., June, 1900. 
(2) Ophth. Rec., April. 1000. 
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EXAMINATION OF THE BYE. 19 

A. Pollak* believes that we possess a most important 
means in the measurement of the corneal curvatures that 
will, in conjunction with the Bertillon measuremenis, en- 
able us to identify the individual years after an original 
keratometry. In making such examinations, individuals 
could be classified according to the direction of the prin- 
cipal meridians in each eye, and the amount of astigmatism 
present. A description of the eye, particularly where one 
eye differs materially from the fellow, shoxQd also be re- 
corded. If there are any marked changes in the fundus, 
then tiiese should also be noted. In this way a valuable 
means of identification could be established. 



Pig. 1. Diagram to indicate tbe position of the pupil in:— 1, 
)phoria; 2, eeophoria; 3» right hsrperphoria; 4, left hyperphoria, 
[From B. Colbum'a Clinical Lectures, p. 113.] 



H. Snellen,^ Sr., proposes his method of indicating the 
axes of the eye;— 0® at the vertical meridian and then 
counting to 90° toward the temporal side and the same to- 
ward the nasal side. He claims that this plan shows the sym- 
metry of the eyes and that it is rational, because the strong- 
est refraction happens mostly in the vertical meridian. 
Since the anatomist divides the body through the median 
plane in two parts, we may also readily divide the eye along 
the vertical meridian. He complains that his test-types 



0) Wiener med. Woch., Sept.. 1899. 

l2) Ann. of ophthal.. Jan., 1901. Dutch abstract. 
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20 THE BYE. 

are not universally employed in the proper way and that 
his directions for illumination have not been followed. The 
value of his standard angle has wrongly been taken for the 
normal visual acuity and many ophthalmologists do not 
give the denominator as the inventor proposed, but reduce 
the fraction, or, worse, give the decimal fraction. 

Tcft Types. Landolt^ believes the test types of Snellen 
might be improved upon. He says that letters cannot be 
used for illiterate persons and many people recognize them 
more easily than others. Furthermore, some letters are 
more easily made out than are others. The chief objec- 
tion to them is, that letters as tests do not answer to the 
definition of the acuteness of vision — ^the separate percep- 
tion of two points under a given angle is required. These 
conditions are complied with by very few letters, for in- 
stance, R and B, C and 0. He, therefore, recommends a 
test type consisting of a black circle on a white ground, 
presenting in some direction a gap (See Plate II) which, 
for the unit of acuteness of vision, corresponds to the 
angle of one minute. [These test types are well illustrated 
in the Ophthalmic Record for 1899. — ^Ed.] 

A simple method of testing the mvscular imbalance by 
the use of the ordinary prisms of the test case, is described 
by P. H. Verhoeff.* Practically it is the same as used in 
several phorometers, consisting in the graduation of two 
ordinary prisms and then using them as revolving 
prisms. He prescribes a 6 degree and 3 degree prism. The 
graduations are marked with a glass cutter. This does not 
harm the prism, which may still be used in the ordinary 
way. The 6 degree prism is found of sufficient strength 
for most purposes; when it is not, all that is necessary is 
to place an additional prism before one of the eyes. The 
3 degree is to be used in testing low grades of heter- 
ophoria. By reference to the article it will readily be seen 
how the prisms are marked and how they can be used in- 
stead of the Bisley or other prisms. 



a) BriUsh Med. Jour., Sept., 189». 
(2) Ophthal. Rec., May. 1900. 
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PLATE II. 
Landolt's Test Tjrpes. 
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PLATE III. 
See Borsch's Article. 
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COLOR SENSB AND COLOR TESTS. 21 

The tension of the eye is measured by Nicati^ with an 
instrument which he has termed the sclerometer. This is 
provided with a sort of plunger connected with a hand 
which revolves around a quadrant on which there is a 
register. On this scale there are two sets of numbers, from 
to 100, running in opposite directions. In reading the 
result the inventor uses one side as a numerator and the 
other as a denominator. If the hands rest at the zero side 
of the row, the reading is recorded as divided by 100. 
The scale is so graded that the weight of one gramme will 
move the plunger .01 mm. 



COLOB SENSE AND COLOB TESTS. 

K. Orossman points out a number of defects in the 
Holmgren wools and prefers the lantern tests. One of 
these objections is that it is only a daylight test. The 
variation of the quality of light also restricts its uses. 
Evil consequences may result, moreover, when there is 
a certain color scotoma (congenital or acquired) ; the 
Holmgren test would declare such an individual color 
sound, although he would make a dangerous railway 
employe. Grossman uses an ordinary railway hand- 
lamp. In front of the bull's eye are placed two metal 
discs capable of being moved around their centers and 
perforated near their edges by circular glasses filled with 
various colors. The colors in each of the discs correspond, 
but are arranged in diflferent order. On the other side of 
the disc is a metal plate which overlaps them and is per- 
forated by two holes, one beside the other. Each of these 
holes is so placed that by rotating the disc on its corre- 
sponding side each of the colored glasses is in turn brought 
between it and the bull's eye of the lantern. "Between the 
bull's eye and each opening in the plate there is an iris 
diaphragm, with indicators, showing the diameter of the 
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apertures ill milliinetres. Between tke diaphragms and ihe 
lamp two. slips of ^aie, suitadbly mounted, are made to' 
slide up and down. These slips are tinted neutral gray, the 
intensity being graduated from complete transparency' at 
one end to almost complete opacity at the other. They 
were first made of neutral-tinted glass, ground wedge- 
shaped, but the great cost of such wedges led me to make 
them of graduated neutral gray tint myself at a very tri-* 
fling cost from ordinary dry plate negatives suitably ex^ 
posed to light, and developed. These slips are measured 
photometrically, and indexed accordingly. 

*^y this means the opening for the light falling through 
a colored glass can be made to vary in size from 10 mm. 
diameter to pin point, and in intensity from light to dark. 
An almost unlimited variety of lights, both colored and 
^Srhite,'' can thus be obteined. Both discs can be moved 
independently, as can also the diaphragms and glass slips. 

"I place the instrument on a table, with a mirror in 
front and fifteen feet distent. I am seated to the right 
of the apparatus, the examinee to the left. I select one of 
the colors of the right disc, the iris diaphragm, the tint 
slip having been suitebly adjusted. The examinee is then 
instructed to turn the left disc so as to find a match for the 
signal light of the right disc. The colored glasses are 
partly chosen from the various pairs and sete of confusion 
colors ("twin colors'^ and "triplet colors" of my previous 
teste). There are at present thirty in each disc, but half 
that number will probably be found sufiicient. 

"The graduated neutral tint glass slips will be replaced 
by discs graduated in a similar fashion. These will be 
easier to fix, and therefore cheaper, than the sliding glass 
slips. The lamp used hitherto has been the colza oil lamp. 
Although the flame was kept fairly steady, variations in 
the intensity of the light could not always be avoided, and 
in future the source of light will be a standard sperm 
candle, the unit adopted in all countries for measuring 
the intensity or quality of any light. 

"Advantages of the Instrument. — As already mentioned. 
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I insist upon the matching of colors, and do not ask any 
question whatever as to their names. That is a point of 
paramount importance, which I cannot too strongly insist 
upon in any color examination. If any one should object 
to having tiie two colored signal lights side by side simul- 
taneously, the one to be compared with the other, since in 
practical life, at sea and on a railway, it is a necessity to 
determine and interpret a single signal, the apparatus can 
be used in a corresponding manner. Either of the lights 
can be blocked out by a cover. One cover is removed first, 
a colored light shown, and the cover let down again. 
The examinee is then asked to match this si^al from the 
other disc after the cover of his side has been lifted. 

^%y narrowing the diaphragm we are able to detect the 
smallest central scotoma, the possibility of which has 
hitherto been completely neglected in all practical tests. 
They have not been looked for even in examinations with 
spectroscopic instruments; not that there need have 
been any difficulty in detecting them, but because their 
importance, and even their existence, has not been recog- 
nized. The selection of twin-colored signals is a saving of 
time and adds greatly to the practical utility of the ap- 
paratus.'^ 

By use of an instrument which he calls the chromoscope, 
M. Enies^ is able to study to great advantage the color 
sense. The instrument is a box lined with black velvet. Its 
front side can be turned down nearly to the horizontal, 
while on the opposite side above is a small projection on 
which is mounted a small glass prism at an angle of 60 
degrees. A piece of white paper is viewed through the 
prism, one margin or the other being brought into the field, 
and the patient is asked to select a skein of yam similar to 
the prismatic color projected by the prism on the paper, 
without calling it by name. Knies believes that there are 
two sharply differentiated forms of congenital color-blind- 
ness: protanopes (red-blind) with a maximum perception 
in greenish-yellow, and deuteranopes (green-blind) with a 

(D Arch, of Ophth.. Sept, 1900. 
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maximum perception in orange and blue> and these can be 
detected with the chromoscope at a glance. The instru- 
ment also determines those color anomalies which arise in 
progressive diseases of the optic nerve and other organs. 
He has discovered and accurately measured a previously 
ignored congenital defect — color-blindness for violet. 

The inefficiency of the British Board of Trade tests for 
the detection of color-blindness is treated at length by 
Eldridge-Green.^ He objects (like Grossman) to the 
Holmgren tests on the ground that a person with a color 
scotoma will escape detection. He prefers the classification 
test and the lantern test, especially the latter. His lantern 
has thirteen slides, seven of which are colored, by whose use 
he is able to reproduce the conditions of fog, twilight, etc., 
under which marine and railway employees are expected to 
distinguish signals. It readily demonstrates to any on- 
looker the incompetence of those rejected. Moreover, the 
light has none of the accessory qualities which enable the 
color-blind person to escape the other tests, and no amount 
of coaching will enable him to pass it. 

Color Perception in Infants. The young infant, accord- 
ing to Holden and Bosse,* chooses the colors at the red end 
of the spectrum before those of blue. As physical develop- 
ment proceeds and the child becomes more distinguished 
from the animal, there is an indifference to all colors, 
while a little later, as a rule, a dislike appears for the 
exciting reds and yellows and a preference for the less 
exciting colors of the blue end of the spectrum. These 
conclusions were reached after a large number of experi- 
ments upon infants. 

Green Vision. Work Dodd' reported the case of a pa- 
tient who saw everything green and since that time he has 
collected thirteen published cases of this condition. It was 
noticed that two cases suffered from migraine, two from 
syphilitic disease, three from chronic lead poisoning, and 
ten others had various diseases of the fundus. One re- 
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suited from a woimd and another from cataract operation; 
two were the subjects of tobacco amblyopia^ while two 
others had only occasional green vision. 



BEFBACTION OF THE EYE.— AMETROPIA AND 
ITS TREATMENT. 

Operative Treatment of Myopia. The removal of the 
lens in high degrees of myopia is considered by C. S. Bull/ 
who presents the following observations : The dangers are 
intraoctdar hemorrhage from rupture of a fundus vessel^ 
detachment of the retina, with or without hemorrhage, sec- 
ondary glaucoma resulting from the swelling of the lens 
after laceration of the capsule, and infection of the corneal 
wound, iris or both. The operation is contraindicated by 
extensive degeneration of the retina and choroid in the 
region of the macula, detachment of the retina already 
existing, membranous opacities of the vitreous, which indi- 
cate more or less disease of the choroid or blood vessels, 
previous loss of one eye from whatever cause, any form of 
contagious conjunctivitis, particularly trachoma, advanced 
age of the patient and myopia of less than 12 D. Opera- 
tion is indicated if the central vision of the patient, with 
the best possible glasses, is not suflBcient for his needs or 
social position ; first one eye and then the other should be 
operated upon. 

Treatment of Asthenopia. H. Pagenstecher^ describes 
asthenopia as a defect in eyes possessing unimpaired vision 
in either their accommodative, refractive or muscular f uni3- 
tions. This condition may also be due to a conjunctival 
affection or a general neurasthenic condition. He warns us 
against laying too much stress upon the value of glasses 
and believes that especially in America and England too 
much importance is attached to their use. He regards 
glasses as a last resort in treatment and warns us not to 
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make our hypermetropes prematorely presbyopic By the 
constant nse of convex glasses patients lose the power of 
accommodation for distance and near. He cautions us for 
the same reason against giving myopes lenses for contin- 
ued use. He regards muscular asthenopia as rare^ and 
when it does occur it should be corrected by prisms with 
proper sphericals and cylinders. He advises against tenot- 
omy and refers to a rare form of asthenopia which he be- 
lieves is dup to a slight paresis of the external rectus. 
This he thinks might be corrected by prisms. Inflamma- 
tory conditions of the eyes because of asthenopia are com- 
mon and these changes are mostly found in the folds of 
transmission which ought to be treated by the alum or 
copper stick or mild silver solutions. One condition con- 
sists of a red swelling between the folds near the bulbar 
conjunctiva. The patient complains of discomfort, pos- 
sibly of burning and irritation about the lids. Often gen- 
eral conditions are responsible for the asthenopia. These 
are mainly anemic, gouty or neurasthenic. Whenever the 
supraorbital nerves are sensitive^ massage of the eye-ball 
and the skin around the course of the nerve itself is of 
value. Forcible and frequent rubbing of the temples and 
forehead for one or two minutes at a time is of great as- 
sistance. He does not believe in electric massage. Most of 
the diseases peculiar to women, and (among nasal dis- 
eases) aflEections of the accessory cavities, are particularly 
responsible for asthenopia. 

Eye Changes in Myopia. J. Schlesinger^ discusses 1,000 
cases of myopia of at least six diopters, that were observed 
by him for years at the polyclinic in Breslau. The average 
age of the patient rises with the degree of myopia, and the 
percentage of eyes with opacities of the vitreous, grows with 
the degree of the myopia ; the same is true of cataract. De- 
tachment of the retina occurred in 4.4 per cent and except 
in two cases was unilateral The average refraction in these 
cases was 12 D., and the age 43 years, so that the author 
does not believe that detachment of the retina is mostly met 

a) Beltr. ziir Augenheilk., 45. 
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with a1r advanced age and in very high myopia. Disease of 
the macular region was frequently found in myopes of from 
6 to 8 D. On the whole, the statistics prove that ocular 
alterations frequently occur in myopes of less than 10 D.^ 
and he is consequently opposed to the teachings of Tscher- 
ning that myopia, in that respect, is not serious as long as 
it does not exceed 10 D. A large percentage of the cases 
had a hereditary predisposition to myopia — ^boys being 
more disposed to short-sightedness than girls. 

Macular Changes in Myopia. Becently Fuchs^ has 
drawn attention to a black spot near the fovea in high 
degrees of myopia, evidenced by defective vision and meta- 
morphopsia. The patient always notices this scotoma 
in the center of the visual field, which to some appears dark 
and to others red or green; this may be accompanied by 
phosphenes and is very alarming to the patient. Vision 
is sometimes reduced to 1-10 of normal, and the central 
defect may be absolute. With the ophthalmoscope the 
characteristic black spot is seen, sometimes larger than a 
disc diameter. It is usually well defined, very dark in 
color, but its center may be reddish gray or even white. A 
similar spot is sometimes noticed in otherwise normal 
fundi. As a rule, further changes go on and eventually 
nothing may remain but a circular pigmented line sur- 
rounding the fovea or a number of pigmented spots. 
This zone is the result of absorption of pigment epithelium 
and is evidence of alterations in the fundus. The spots 
do not disappear nor does central vision much improve. 

Following the method of Bronner, Schulin^ recommends 
that a drop of a i per cent solution of homatropin be in- 
stilled at night into the eyes of such asthenopes as stu- 
dents, bookkeepers, and others who are unable to give their 
eyes the relaxation they need — ^with the idea of tiding them 
over a certain length of time until they can obtain the 
needed rest from work. A few weeks of this treatment 
is always beneficial, whether it be given in conjunction with 
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other treatment or not. It greatly relief^ tiie eye-strain, 
operates only during the night and do^ Qot disturb the 
sight in day time. . . 

Operative Changes in the Corneal AstignaitisiiL The 
degree of astigmatism and the direction of its chief merid- 
ians before and after operation for squint, were observed by 
M. Auerbach^ in a number of cases, from a few days up to 
several months after the operation. The observer con- 
cludes that these operations do affect the corneal curves, 
but he was unable to lay down definite rules by which the 
character of these changes can be predicted. 

Botwinnik^ believes that the cornea readily changes its 
curvature under slight influences, such as contraction of 
the orbicularis by blinking, thus bringing pressure to bear 
upon the the eyeball. This change in the corneal curvature 
may correct or even over-correct a bulbar astigmatism. 
Lenticular astigmatism may correct a corneal astigmatism 
of from i to 2^ D. 

Carl Schulin finds that in anisometropia uncomplicated 
with a high degree of astigmatism the right eye is gener- 
ally less hyperopic or more myopic than the left, and he 
finds this rule holds true in the examination of 2,000 eyes 
of all ages. 

Cyclopegia in Sefraction Work. Once more C. M. Cul- 
ver^ gives his experiences in the examination of more than 
1,000 eyes, and concludes that a 2^ per cent solution of 
homatropin instilled six times at intervals of five minutes 
proves a trustworthy cyclopegie in from one to three hours 
from the time of its first instillation, usually in sixty to 
ninety minutes. As a rule the protracted use of a 1 per 
cent solution of the sulphate of atropln is no more effective 
as a cyclopegie than homatropin. After a series of experi- 
ments with scopolamin and atropin, W. B. Rogers* believes 
that although as an evanescent cyclopegie scopolamin is of 
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great valtie, final reliance must be placed upon atropin for 
the attainment of the greatest accuracy. 

In the hands of Edward Jackson/ homatropin is found 
to be a reliable and satisfactory cyclopegic. He believes 
that it is just as useful in children as in those who have 
reached the age of 40 years. He prefers the use of the 
solution to Casey Wood^s disks because of the cocain which 
the latter contain. A small drop is placed on the upper 
corneal ma%lil every five minutes until four or five drops 
have been i^sBHed. [The Editor draws attention to what 
he still belie^WB to be a fact, viz., that cocain greatly aids the 
cyclopegic aetton of homatropin, and that if the eyes be 
closed durinif their exhibition until the examination is 
made and the eyelashes are cleansed of the gelatin, no 
blurring will be produced by the cocain in the disks.] 

Auerbach,* after a careful examination of eighty-six 
eyes, concludes that the depth of the anterior chamber, the 
radii of curvature and the thickness of the lens are sub- 
ject to great individual variation. There is no strict rela- 
tion between the refraction of the eye and the single diop- 
tric elements, but in general the myopic eye corresponds to 
a deeper anterior chamber, a thinner lens and a greater 
radius of curvature of the posterior surface of the lens. 
In very myopic cases the lens generally has a smaller 
radius of curvature on its outer surface, a greater radius 
of the inner surface and is thinner; so that, on account 
of the smaller radius of the outer surface and the thinner 
lens, a higher refractive power results, which is compen- 
sated by a greater radius of the inner surface, lowering the 
total refractive power. Astigmatism of the lens was found 
in ten cases by Tscheming's ophthalmophakometer. 

Again B. L. Dunn* draws our attention to the necessity 
for the proper centering of lenses. He frequently finds 
that glasses are centered for the far point only, and due 
attention is not given to the fact that the patient reads 
through the lower part of his glasses. 

(1) Ann. of Ophthal., Jan.. 1901. 

(2) Thesis. Moscow^ 1900. 

(3) Arch, of Ophthal., Oct.. 1899. 



Digitized by 



Google 



30 THB BY«. 

After a trial of variaus forms of bifocal glasses, John 
Weeks* has found that the chief objections made by pa- 
tients to this otherwise convenient means of combining 
distance and near lenses in the same frame are overcome 
by using a 'faster'' of oval shape which measures 10 mm. 
in its vertical and 15 mm. in its horizontal diameter. This 
gives a fields at the reading distance^ of 19 cm. in the hori- 
zontal and 12.5 cm. in the vertical meridian. If the paster 
be placed 2 mm. above the lower margin of ibe diafcance 




Fig. 2. The Weeks bifocal lenses. 

lens, it allows clear vision below, permits easy ascent and 
descent of stairs, allows the pavement to be seen, etc. The 
center of the reading lenses should correspond with their 
optical centers, the dispersion rays from their edges being 
minimized by making their margins as thin as possible. 
See Pig. 2. 

HYGIENE. 

Konigshofer* gives some rules for the prevention of 
myopia. For all near work a distance of at least 25 cm. 
should be maintained and an oblique position of the head 
must be avoided. I'he illumination should be of the best 
and should not vary in intensity. Near work should never 
be kept up for a long time and the position of the body 

m Med. Record, Aug., 1901. ^ ^t^^ 

(2) Wocb. f. Ther. u. Hygiene d. Auges. 20, 12QL 
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dioiild be comfortable. Beading in the cars or in the twi- 
light mnst be prohibited. School life should not begin 
until the end of the seventh year, and during the first 
year not more than eighteen hours a week should be occu- 
pied, and study should never be kept up for more than 
half an hour at a time. For every school hour there 
should be a pause of half an hour, and there should be 
a systematic rotation from near to distant work. Even in 
the highest classes not more than forty-six hours a week 
should be occupied. These rules are especially applicable 
to those in whom there is a tendency, hereditary or other- 
wise, to myopia or to those who already have some myopia. 
In cases of steadily progressive myopia, work should be 
decreased to a minimum. He fully corrects all myopia for 
the distance, but for the near he never corrects in full, 
but provides the patient with a glass which allows him to 
work comfortably at from 30 to 40 cm. Where the myopia 
iG less than three diopters he advises the patient to discard 
glasses for near work. In high grades of myopia he never 
fully corrects even for the distance, and considers that the 
greater the myopia the greater must be the imcorrected 
part of that myopia. 

The proper illumination of school rooms and the best 
method of seating pupils are discussed by C. Zimmer- 
mann.^ He agrees with other authorities in claiming that 
the main source of illumination should be to the left of 
the pupil so that the hand casts no shadow on the writing. 
The glass area of the windows should have at least the 
proportion of onie to five of floor space and the windows 
should reach to the ceiling. A skylight is very desirable 
if it can be utilized. Since the best light is obtained from 
the sky, the surrounding buildings should be so low that 
a line drawn from the desk farthest from the window to 
the edge of the lower window sill will pass above their 
roofs. Windows facing south or east give the most in- 
tense light, but if the sun is annoying the writer rec- 
ommends the use of gray curtains on a pole so fastened 

a) Am. Med. Jour., Jan., IMI. 
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that the upper and lower halves may be darkened sepa- 
rately. Artificial light should be a group of incandescents 
with lightly ground glass, placed in the center of the 
ceiling with a porcelain reflector above them, or this may 
be distributed over the remainder of the ceiling and along 
the cornices. The seating of school children is of impor- 
tance; the desk and chair should have certain dimensions 
and relative positions conforming to the size of the child. 

Cohn* has introduced a photometer for testing the illu- 
mination of parts of the school-room where the light seems 
insufficient. This contains many very small figures which 
must be read at a certain distance through gray glasses. 
The more figures correctly read aloud within one minute 
the better is the illumination. He recommends Luxfer 
prisms in dark school-rooms and notes that gray window 
shades absorb 90 to 94 per cent of light. He recommends 
white or cream colored curtains of fine muslin where the 
illumination is excessive. Burgerstein's opinion is gener- 
ally accepted that pupils of 7 to 9 years should use their 
eyes for near work for not more than three to four hours 
daily; those of 10 to 15 years, six hours; older ones, eight 
hours. An intermission of fifteen minutes after each les- 
son should take place. 

The children of New Zealand, according to H. L. Fergu- 
son,* are peculiarly free from school myopia. Not more 
than 1 per cent of those who consult the oculist are myopic, 
and this he thinks is due, not to especially good conditions 
in the way of light, good print or good desks, but because 
of a racial immunity from myopia. The largest class of 
eye troubles are those due to accommodative asthenopia, 
hyperopia and astigmatism of small degree. 

Straub* examined 7,000 Dutch school children and 
found that the number of myopes increased from class to 
class and from earlier to older age. About 1 per cent or 
less of myopia was discovered in the lowest class, 4 per 
cent in the next higher grade, 6 per cent in the next, in- 
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creasing to 8 per cent in the three upper dasses and IQ 
per cent in the highest. This finding, as well known^ is in 
accord with the researches of Cohn and others. In some of 
the highest grades — ^grammar and business schools — ^the 
near-sightedness rose to 20 and even 25 per cent. 

Schidz and Fehr^ report a number of cases of conjunc- 
tival infection caught from frequenting the public baths 
in Berlin. The latter author now believes that the symp- 
toms were similar to those due to the Koch-Weeks bacillus 
infection^ and that the rapidity with which they yielded 
to treatment (from four to six weeks) is positive evidence 
that they did not suffer from true trachoma^ as at first sup- 
posed. 

Simon SnelP suggests the following means for protecU 
ing the eyes of employees in iron and steel works (miners^ 
grinders, chippers and others) who are likely to lose their 
sight from flying chips, not to mention those exposed to 
injury from molten metal, sparks, flashes, etc. Large 
glasses made of plane glass, or the worker's own spectacles 
of large sized lenses, should his refraction require their 
use, will afford great protection. A wire-gauze eye-shield 
also answers the purpose well and it is worth the employer's 
while to supply his men with them. The use of a pneu- 
matic chipper [air-blower to remove metal particles, emery 
dust, etc., from machines. — Ed.], whenever practicable, 
the proper arranging of the men at their work and an 
arrangement of screens so as to avoid injury to fellow 
workmen and standers-by, are also considered desirable. 
Finally, he urges that the use of protectors should be made 
compulsory. 

The type even in ophthalmic journals, according to H. 
Cohn,* is particularly bad. Space lines should never be 
smaller than 3 mm., and there should never be more than 
twenty-two lines upon 100 mm. of paper. No line should 
be longer than 100 mm., and there never should be more 
than fifteen letters on a square cm. He suggests that here- 

Berlin kiln. Woch., 1, 1900. 
2) British Med. Jour.. Aug., 1899. 
'^ OphthaL Kllnlk. Jan., 1900. 
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after ^^petif* lype sbould be banished and that every jour- 
nal should be printed with deep black letters which should 
be thicker thui they usually are, and, finally, that con- 
tributors refuse to send contributions to those journals 
in which hygienic rules are ignored. 

A very elaborate paper on the economical valtmtion of 
vision is that by H. V. Wflrdemann,* based upon the ob- 
servations of Magnus. He believes that it is possible to 
formulate rules by which, considering the earning ability, 
the amount of damage, the age of the patient, etc., the 
absolute money value of a partial or total loss of sight 
may be estimated. 

H. F. HanselP has also attempted to fix the amount of 
injury to the earning capacity of the individual trom par- 
tial or complete loss of vision. His conclusions differ little 
from those of Wlirdemann and are practically as follows : 
Blindness is that d^ree of visual loss that incapacitates 
one from earning his living in some particular occupation 
requiring use of sight, the degree varying according to the 
occupation. Vision of less than one-half diminishes the 
earning power; the less the vision the greater the loss of 
earning power. Monocular blindness is not incompatible 
with full earning capacity. Monocular blindness and weak 
sight rapidly diminish the earning power. The loss of 
earning power, owing to defective vision, may be computed 
according to a simple system based upon the ratio of the 
loss of vision to the full earning capacity at any age and in 
most occupations. 

Vision in Bailroad Service. Prank AUport,' after an 
examination of 244 railroads in America, suggests that a 
scientific and correct entrance examination of the eyes and 
ears of all candidates for employment in the active operat- 
ing of trains should be made, and that this examination 
should be made by regularly appointed eye and ear sur- 
geons. If this is not considered advisable, the company's 
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SHrgeon, aided by his assistants, may conduct them, with 
the nnderstanding that all doubtful cases shall be sent 
to a regularly appoiated eye and ear surgeon. There should 
be two g^eral standards: first, for new men, and, second, 
for those men who have been uninterruptedly in serrioe 
for five years. New men should possess perfect color sense 
and should have a vision of 20-20 in each eye without 
glasses and should have healthy eyes with not over two 
diopters of latent hyperopia. They should also hear the 
whispered voice at twenty feet in a quiet room and have 
healthy ears. Old employes should be divided into two 
classes according to the responsibility involved in their em- 
ployment. Engineers, firemen and brakemen need good 
vision and should not be retained in their respective posi- 
tions if vision sinks below two-third« in one eye and one- 
half in the other, or if the whispered voice cannot be heard 
in a quiet room at fifteen feet by one ear and ten feet by the 
other. In Class B vision must be at least one-half in one eye 
and two-fifths in the other, and the whispered voice must 
be heard at ten feet by both ears. All employes should 
have perfect color sense. Be-examinations should be made 
every three years, or after a severe illness or accident, and 
men should always be examined before promotion. Ex- 
cessive users of liquor should not receive employment. 

C. H. WiQiams, from the records of the Burlington 
System, shows that in twelve months after Feb. 1, 1899, 
there were rejected from those men applying for work, 
467 whose aeuteness of vision was insufficient, 61 who 
failed in the color perception examination, and 28 who 
were defective in hearing. He holds that the proper time 
to make tests is when men apply for work, and not to dis- 
charge them after years of faithful service for a defect 
which could have been discovered earlier. He prefers the 
use of both the Holmgren and the lantern test and makes 
tests with one of the latter constructed by himself. He 
advises re-examination every three years, and tiiinks that 
such examinations should be made when the men are fresh 
and not when they are fatigued. He notes that tixe New 



Digitized by 



Google 



36 THE EYE. 

York, New Haven & Hartford Eailroad is satisfied (for the 
diflEerent grades of employes) with 20-40 in both eyes with- 
out glasses. 

Despagnet^ reminds us that at times even subjects of 
normal vision have diflSculty in seeing in the distance on 
account of fogs or mists; consequently it is wrong to en- 
trust railway trains or engines to any one with less than 
normal vision. While glasses may correct refractive errors 
and raise the visual acuity to normal, they are very liable to 
become soiled and their use should be avoided. All engi- 
neers and firemen should have normal color vision as well 
as normal visual perception without glasses. This is the 
rule of the Government roads in Prance, and he finds that 
it does not interfere with the supply of competent men, 
as there always is a waiting list of about fifty applicants 
for each vacancy. 



OCULAR BACTEEIOLOGY. 

An exhaustive paper on the subject of the relation of 
conjunctival bacteria to ophthalmic surgery is presented 
by P. C. Jameson.* In numerous experiments with the va- 
rious bacteria' infecting the sac he concludes that all the 
pyogenic organisms are found in the normal conjamctival 
secretion, but usually in an attenuated form. These do 
not propagate under normal conditions because the eye 
is well supplied with means of antagonizing bacterial 
growth. It is only when there is diminished resistance, 
such as occurs in inflammation or operative interference, 
that the nature of the secretion is altered and transformed 
into a favorable medium for germ life. He does not regard 
the ocular secretions as antiseptic in themselves. Strong 
antiseptics diminish the resistance of the eye and render 
it less likely to ward off germ invasion. Much attention 
should be given to washing out the residual bacteria prior 



fl) Recuell^dlOphtal., August^ 1900. 
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to an operation^ and care should be taken in regard to 
asepsis in the external preparation of both patient and 
operator. 

Two eases of pure infection of the conjunctival sac by 
pneumococci were observed by J. Halle;* in one of these 
incubation lasted three days, and in the other one week. 
Both recovered in a short time with little or no treatment. 
In a case of tuberculosis of the cornea, Sensberg^ discov- 
ered the hacilli of Koch. The patient, a woman, had suf- 
fered from lupus of the forehead for a long period of time, 
but there was no disease, of the lungs. The area of ulcera- 
tion had existed for four days before the author saw it. 
The treatment was atropin, iodoform, hot applications and 
aseptic dressing, followed by cure. Bietti' observed thirty- 
four cases of diplobacillus conjunctivitis and says the secre- 
tion was less during the day than toward the evening hours 
and it was always found in the morning at the inner can- 
thus. There was very little conjunctival hyperemia which 
was most marked at the caruncula, but the patient com- 
plained of a slight degree of photophobia and inability to 
use the eyes with artificial light. It is best treated by zinc 
salts. As a result of a series of studies Petit* concludes 
that the diplobacillus infection, although usually confined 
to the conjunctiva, may reach the cornea and give rise to 
an ulcer which is not as grave as most other forms of infec- 
tion. It occurs at the limbus, is superficial, and does not 
tend to spread, although if neglected it may extend super- 
ficially. The lesion is the direct result of colonization of 
the diplobacilli which may be found in pure cultures from 
the secretion of the ulcers. Sulphate of zinc (1:40) has 
always given the author good results. 

The conjunctival sac was examined bacteriologically by 
Plant' in forty instances where the tear sac had been re- 
moved. The author shows conclusively that in such cases 
there is a considerable increase in the number of conjunc- 

a) Ann. d'Oculist.. March, 1900. 

(2) La Clin. Ophtal., May. 1900. 

(3) Ann. di Ottel.« 28-1^. 

(4) Ann. d'OcuUst., Feb., 1900. 

(6) Klin. Monat. f. AugenheU., May, 1901. 
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tival bacteria^ both benign and pathogenic He does not 
consider that the germicidal properties of the tears are 
very marked, and he thinks that their disinfectant qualities 
have been much exaggerated. 

Labanoff ^ noticed in the sound eye a number of so-called 
non-pathogenic bacteria. He injected into the anterior 
chamber and sometimes into the vitreous of rabbits bouil- 
lon cultures of most of these, but they produced no change 
whatever. Sarcina lutea, B. subtilis and B. proteus vul- 
garis produced a plastic iritis. Bacteria that did not set 
up changes in the anterior chamber produced no change in 
the vitreous. 

Oertzen* does not believe with Gasparrini that the pneu- 
mococcus is frequently found in the human conjamctiva; 
the latter observed it in 80 per cent of his researches, but 
Oertzen was able to find it in only 4 per cent of his cases. 
Nieden* discovered in an attack of ophthalmia neonatorum 
the pseudobacillus of influenza while no gonococci were 
present. Although the condition proved obstinate, it 
finally yielded and the child was entirely cured. After an 
examination of 116 apparently normal eyes, K. Hunsche* 
concludes that demodex f oUiculorum is not a cause of dis- 
ease of the lids, and its presence has no pathologic signifi- 
cance. Helleberg*^ believes, after a number of experiments, 
that the staphylococcus pyogenes is easily killed by tears 
and that this secretion does exert a decided bactericidal 
influence and that the effect is not due to the salts but to 
some volatile substance, destroyed by boiling the lacrimal 
fluids. 

In ninety cases of conjunctivitis Lundsgaard* found the 
gonococcus fifteen times, four of them in infants; the 
pneumococcus was found fifteen times. In five cases bac- 
teria resembling the pneumococcus were found, but the 
presence of a capsule was not made out These cases were 

(1) Meiisenger of Ophthal., March, 1899. 

(2) Klin. Monatsbl. f. Augenheilk., Nov.. 1899. 
(8) Klin. Monat. f. Augenheilk.» Marcb, 1900. 

(4) MUnch. med. Woch., Not., 1901. 

(5) Hygiene, May, 1901. 

(6) Ann. d'Oculist, Oct., 1900. 
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chronic and the organisms disappeared at the time the dis- 
ease was cured. No perfectiy pure streptococci infection 
was found. Three times the author foaind the Weeks 
bacillus^ the cases being non-virulent. The dijdobacillus 
was frequently founds while the diphtheria bacillus was 
discovered once. A. A. Maklakof ^ describes a lid trouble of 
many years' standings associated with thickening of the 
tarsus and dilation of the duct mouths at the palpebral 
borders. Bacteriologic examination showed the bacilli of 
ozena^ with which the patient was affected. The author 
states that this is the first instance where this bacillus has 
been discovered in the eye. An experimental study by 
Ollendorff shows that neuroparalytic keratitis is probably 
an infection from the staphylococcus and that it does not 
occur when the cornea is protected. He believes that the 
same process occurs in the human animal that he found 
experimentally in rabbits and other of the lower animals. 
He does not agree that the corneal symptoms after a sec- 
tion of the trigeminus have anything to do with vaso- 
motor disturbances, but believes they are really due to 
bacterial infection. 

Eicchi* reports bacteriologic researches made in twelve 
cases of lacrimal tumor and finds that the microorganisms 
proper to putrefaction predominate, especially the pyogenic 
bacteria commonly found in abscesses that have direct 
connection with the external air. In one he found the 
actinomyces albus; in two others, the saccharomyces. The 
presence of the former in the contents of lacrimal tumors 
is more common than is genercdly supposed. Until re- 
cently its presence was connected with that of the so-called 
dacryoliths, but in this case the actinomyces was not ac- 
companied by any concretions of this kind* 

OL) Arch, t Aiucnliellk., 43, 1. 

(2) Arch. f. O^thal., Bd. A» Ab. S. 

Ca) Aim. di Ottalmologia, 189»: 28, 1. 



Digitized by 



Google 



40 THE EYE. 



THE EYELIDS. 

Bitzos* has seen a third eyelid in a man 35 years old. 
The semilunar folds appeared as a triangular appendage 
3 mm. thick at its base and 1 mm. at its apex; it had the 
appearance of cartilage and presented a smooth, rose-col- 
ored surface at the base but was translucent at the sum- 
mit. 

Blepharitis. Qalezowski^ believes that every case of cili- 
ary blepharitis, whatever its origin, depends upon some 
stricture or obliteration of the lacrimal passages and that 
most of these cases can be cured by treatment of the cause. 
Even those associated with granular lids may be relieved 
by enlarging the puncta and the canal. For this purpose 
he has devised a syringe made of glass provided with a rub- 
ber piston, something like a hypodermic syringe of large 
size. 

Blepharospasm. J. Fejer* believes that most cases of 
functional blepharospasm are hysteric in character; they 
may give rise to a great deal of suffering and are often 
difficult to treat. The author in these cases uses sodium 
bromid internally with the galvanic current locally. 

Pes* advises surgical interference in obstinate cases of 
hysteric or other forms of functional blepharospasm. 
He introduces a metallic seton beneath the skin and those 
fibers of the frontalis muscle which take chief part in the 
spasmodic contraction. In difficult cases he resects the 
external nasal ramus of the first branch of the fifth nerve. 

Weyman*^ believes that the best method of performing 
total ciliectomy is to make an incision 3 mm. from the free 
border of the lid and carry it to the canaliculi and outer 
canthus; this should go as deep as the tarsus. To avoid 
injury to the eyeball a rubber spatula is used — ^no tissue 



a) Ann. d'Oculist, March. 1901. 

(2) Recuell d'Ophtal., ApHl, 1901. 

(8) Ungarlsche Med. Press, June, 1901. 

(4) Ann. di Ottol., 18-3. 

(6) Ophthal. Record, Sept, 1900. 
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coniainiiig hair roots should escape. If little black spots 
are visible it is a sign that ciliary roots remain and these 
mnst be scraped off. A similar lower incision is now made 
leaving a bridge of skin containing the lashes. This is 
finally removed, the edges of the wound are brought to- 
gether and very little scarring results. The relief is cer- 
tain and lasting. The operation is done under subcutan- 
eous injections of 1 per cent cocain in boric acid solution. 

F. Slrerath^ describes several cases of vaccine blepharitis. 
The pustules had in some cases become infected and the 
scars occasionally involved the cilia. If kept clean these 
cases do well. They may easily be mistaken for styes, par- 
ticularly if they are irritated, as in the case of children 
they are likely to be. 

Terson* recommends tarsorrhaphy in many affections of 
the eye; he uses it for example in ulcer of the cornea asso- 
ciated with lagophthalmos, in cicatrical ectropion, in cer- 
tain forms of exophthalmos and in acute ectropion. 

Wolffberg* in treating those cases of blinking which are 
simply a bad habit and not due to local irritation, suggests 
that in children, where this symptom seems to give most 
trouble, the affected eye should be bandaged. He has used 
this device in many cases with good results. 

Bohmer describes a number of cases of the disease called 
by Fuchs blepharochalasis; the clinical history of all of 
them is about the same. The disease may begin as early 
as childhood. During a fit of temper while vigorously 
rubbing the eyelids these become swollen and finally a 
lobule is forced down until it eventually overhangs the 
margin of the upper lid. The displaced skin is thickened 
dermal tissue and consists in part of enlarged arteries and 
veins. [Hotz probably first described this condition in 
1877, many years prior to the report of Fuchs, in connec- 
tion with the operation upon the lids with which his name 
is commonly associated. — ^Ed.] 



d) Inaug. Diss., Olessen, 1900. 
(2) La Clin. OphUl., July, 1900. 
(8) Woch. f. Ther. des Auges, March. 1901. 
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TffB COirjXTNGTITA. 

I!raoliO]iia. M» Falta^ strongly recommeiids ichihargtm 
as an application where the silver salts are indicated. In 
trachoma, when the cornea is involTed, the author re- 
ports prompt improvement. Pannns he regardia as a par- 
ticular indication for its use. The drug possesses marked 
germicidal properties and great powers of penetration. Its 
application is followed by burning which lasts for several 
minutes and sometimes hours. Children tolerate it better 
than adults. It is UBed in from | per cent to 3 per cent 
solutions, and the author claims that fresh cases of tra- 
choma can be cured in from six to eight weeks. 

A. Schiele,* who lives in a region where 30 per cent of 
the eye diseases are trachomatous, recommends iodogallican 
in the treatment of the disease. He believes it to be valu- 
able in both superficial and deep infiltrations of the cornea 
unlesa there is much ocular irritation; ulcers heal in a 
very short time. This remedy is a compound of about 40 
per cent bismuth and 24 per cent of iodin. He also thinks 
that iodic acid in the form of sticks is a useful remedy. 
The trachomatous areas are everywhere touched with this 
remedy. The pain is severe, but transient, and is followed 
by drying and discoloration of the parts treated. He also 
uses a 5 per cent solution with a cameFs-hair brush and 
in pannus has employed it in the form of a salve, which 
should not be stronger than 1^ per cent and made up with 
lanolin to which is added a little olive oil. 

P. C. Jameson* has devised an instrument with which he 
proposes to attack and disperse the granulations by a sort 
of superficial grattage. This is a curved arm carrying a 
plain surface one-third by one-fourth inch in area upon 
which are numerous rows of small pyramidal projections. 
The instrument is placed with its operating surface against 
the trachomatous tissue. Slight pressure being made, the 

1) Arch. f. Augenhellk., 43-1901. 

2) Centralb. f. prak. Augenhellk., May, MOO. 
'-' Ophthal. Rec, Feb., 1901. 
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apices of tiie pyramids find their way and insinuate thism- 
selTes between tiie bodies of the granules. Forward^ back- 
ward^ or lateral movement at once brings the trachomatous 
bodies in contact with one of the four cutting edges of the 
projections; the granulations are thus ruptmred and ex- 
truded. The author claims that this is done without in- 
jury to the normal mucous membrane because the amount 
of pressure necessary for the instrument to engage and 
rupture the trachomatous nodules will, if the grater be ap- 
plied to a normal lid lining, result in its gliding over the 
surface. M. Falta* prefers for local treatment, rubbing 
in strong solutions of corrosive stMimate. If this is not 
successful he excises the fornix, after a method which 
closely resembles that of Kuhnt. 

T. D. Myers* has used electrolysis in trachoma granula- 
tions for many years and strongly advises its adoption; it 
is a clean and precise method and may be used in all cases 
of chronic trachoma where the granulations can be easily 
picked out. Even a single granulation can be removed 
from the surface of the epithelium with the least disturb- 
ance of its surroundings. The current required is very 
weak, a battery of 30 ammonia cells; a reliable milliampe- 
remeter with a current of from one to two miUiamperes is 
sufficient. The parts being well cocainized, the effect is 
indicated by the escape from the sides of the needle of a 
white pasty mass. 

E. Broeckmann' believes in peritomy for pannus, which 
he thinks destroys the zone of corneal infection and estab- 
lishes in its place a band of cicatrical tissue to act as 
safe bar against further infection. He removes a nar- 
row strip of the conjunctiva near the peripheral border 
of the pannus. His object is to keep the sclera bare so that 
a wide zone of granulations may form which will later 
form a dense, firm cicatrix. This point he considers of 
great importance and is careful that the conjunctiva does 
not overlap the wound during movements of the globe. 



a) Onrosl HetiUp, Oct., 1900. 

(2) Ophthal. Rec. Jan.. 1900. 

(3) Am. Jour. Ophthal.. AprU, 1900L 
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The eye is dressed daily with some silver preparation. In 
the second week^ the pannus will clear up considerably and 
at the end of the fourth week the patient may be dis- 
charged. 

P. Terson* again advises the use of jequirity powder 
applied with care to the conjunctiva of both lids and 
allowed to remain six minutes. This is followed by treat- 
ment of the succeeding purulent conjunctivitis, later 
by the use of glycerol of copper. It is prescribed in all 
proper cases of trachoma with pannus. He mentions sev- 
eral cases in which after every ordinary treatment of the 
disease, including brossage, peritomy, and Knapp^s forceps, 
no good results had been obtained. There was complete 
pannus of both comesB. Two applications of jequirity 
twelve days apart, the second one being milder than the 
first, sufficed to cure the disease. He believes the drug 
should be limited to old cases of trachoma associated with 
pannus, where the amount of secretion is slight, 

Inouye^ claims that a certain form of granular conjunc- 
tivitis is of luetic origin. The changes closely resemble 
those seen in the later stages of trachoma, but none of the 
coincident changes seen in the latter are present, as for 
instance, there are no scars in the conjunctiva. It corre- 
sponds to the second stage of the disease and disappears 
without any local treatment. 

Tuberculosis. J. W. H. Eyre* accepts Battler's classifi- 
cation and believes that conjunctival tuberculosis occurs in 
about 1 :2700 eye cases. The primary disease is usually one- 
sided, is extremely chronic, does not injure the cornea until 
late in the disease — ^the iris still later. The preauricular 
gland is aflfected early, followed by the submaxillary 
glands. If untreated the lesion in the conjunctiva event- 
ually infects distant organs. Removal should be thorough 
and as early as possible, when a cure may be expected. 
Where the lesion is a granuloma, tubercle bacilli are 
rarely found but inoculation of the anterior chamber of a 

a) Ann. d'OcuUst.. Nov., 1899. 

(2) Ophthal. Klinik, Jan., 1901. 

(3) Arch. Opbthalm., Jan., 1900. 
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rabbit or the subdennal tissue of a gainea pig rarely fails 
to give positive results. 

A. Levy* reports a case in which the infection of the eye 
occurred from the discharge of a cervical abscess. The 
conjunctival nodules disappeared without treatment, leav- 
ing scars. In this the inflammation resembled diphtheria. 
H. F. HanselP believes that excision or galvano-cautery 
(if the preauricular or other glands are involved) should 
be included in the methods of treatment of the patches in 
conjunctival tuberculosis. He believes that inoculations 
are of great value in the diagnosis, and that the absence 
of the tubercule bacilli is not of much diagnostic import- 
ance. 

Ophthalmia ITeonatonuii. Schmidt-Bimpler' believes 
that careful cleansing of the eye is of prime importance 
and that in the treatment, clorin water is an agent of great 
efficiency. Irrigation is the best form of cleansing, using 
permanganate of potassium in weak lukewarm solutions. 
Ice cold applications are of most use when the lids are 
much swollen and should be kept up for two hours at a 
time. Wolffberg* uses for irrigating the eye a very mild 
solution of formalin, which may be further weakened if 
it produces pain. He generally adds to this borax and a 
little salt and irrigates every fifteen minutes as long as 
there is any secretion. The greatest care should be taken 
not to touch the cornea and conjunctiva and the patient 
should be kept awake as long as possible after carrying out 
this treatment. He advises nitrate of silver, 2 per cent, 
and protargol 20 per cent, as additional applications. The 
ice-bag is contraindicated but clean ice-water, with two 
drops of formalin to one hundred grams of water, may 
be applied on cotton or linen pads. 

One hundred cases have been analyzed by Groenouw.' 
These included instances of pronounced blenorrhea as 
well as simple catarrhal conjunctivitis. The symptoms 



a) Klin. Monat f. Augenhellk., Mar. 190L 

(2) Ann. Ophthal., July, 1901. 

h) Klin.-Therap. Woch.. 86. 1901. 

(4) Woch. f. Ther. dee Auges, June, 1900L 

(6) Arch. f. Ophthal., 62-1, 1901. 
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were produced by various organisms^ notably gonococci, 
pneumococci^ streptococci^ bacillus coli communis and 
perhaps also the yellow staphylococcL The blenorrheal 
cases were generally the result of gonococcus infection^ al- 
though there were several cases in which none of these 
germs was discovered. When they were found the blenor- 
rhea lasted longer and ran a severer course than when these 
organisms were absent. Ulcer of the cornea occurred only 
where the gonococcus was found. If the gonococci are not 
found before treatment is begun the prognosis is good; 
as long as they are present silver salts should be continued. 
It was impossible to produce a blenoixhea in rabbits either 
by inoculation with pure cultures or with the pus. The 
practical result of Om writer's expedments is that he did 
not. find potargol supmor to silver nitrate. 

B. Ch^aeS* tkmkB ^ob bodmokgie examxziation of the 
discharges very iisportant. He eomiders a 2 per cent 
selutioa of silver nitrate too strong in the Crede method. 
1 :4000, he briieves^ penetrates more deeply into the tis- 
sues^ does not produce a surface coagulation and does 
not set up a purulent discharge which may be mistaken 
for gonorrheal infection, nor does it cause corneal opaci- 
ties; in any event he would not use more than a i per cent 
solution of silver niteate and does not think eversion of 
the lids and brushing ihe conjimctiva necessary. The lids 
are simply held apart and moved about to evacuate the 
discharge and to bring the anterior parts of the eye in 
ecaitaei^ urifli thri wialti MlirtrMiii ■luiali ii rfanjp rt t iasEBL & 
BoffTe air over the globe. This should be repeated^ every^ 
hour for the first few days and can readily be carried out 
by tiie nurse or mother. In the treatment of adult gonor- 
rheal ophthalmia the outcome is not so promising, and yet 
from one-half to two-thirds of aU cases get well when 
treated by milder solutions while every case of ophthalmia 
neonatorum ifocovers when treatment is instantly used. 

After many experiments, P. ZweifeP found in silver 



(1) Berlin kiln. Woch.. No. g. 1901. 

(2) Centralb. f. Gynftk.. No. tl, Vm. 
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acetate a better preventive remedy than any of the other 
silver salts. In his clinic 6,222 children were so treated 
and of these only 0.23 per cent acquired gonococcus oph- 
thahnia, all recovering without damage to an eye. On 
the other hand a large number of newborn children pre- 
viously treated by the usual Crede method gave 0.62 per 
cent blenorrhea. Protargol was not found to be satis- 
factory. N". Guerola* reports the treatment with protargol 
and nitrate of silver of a number of these ijases. In many 
of them one eye received a 2^ per cent solution of silver 
nitrate and the other 50 per cent protargol. He prefers 
the latter remedy and considers it quite equal to silver 
nitrate, not forgetting its painlessness, the fact that it 
forms no precipitate with pus and mucus (and so leaves 
the eye clearer) and tiiat it does not affect the cornea. 
He uses it also as a prophylactic in 10 per cent to 15 per 
cent solutions and prefers it to the harsher silver salts. 

F. Sehanz^ has shown that in many eases of opiMaimia 
neonatorum the presence of the gonoeoeeem eoald not be 
demonstrated. Of ninetap^fewo instances it was abs^it in 
twenty-nine. Widmark found the gonocoeeus absent in 
thirty-nine out of 103 cases ; Klopstein in fifty-one ex- 
amples of severe bknorrhea discovered organisms thi^ 
times only. He colludes that a blenorrhea with all i^e 
typical symptoins may be set up by the pneitmoeoccus and 
streptococcus^ the Koch-Weeks badUas^ ete. 

Chancre. S. Blanea^ reports a erne of chancre of the 
hulba/r conjunotwa. This rase kifection presented itself as 
a dirty, yellow ulcer witit teird edges, but painless. The- 
patient complained onl/ of roughness on shafctiaggnii TFIF 
The preauricular glands were gUffHimii 'Pmper treatment 
brought about a i iimjjili mn^ 

l^pxiaK6«liMft Webster Fox^ believes that grattage of 
thrSS^and relaroiarsal folds is desirable in t;ema2 conjunc- 
tivitis and has used it successfully in a number of cases. 

(1) An. de Oftal., Nov.. 1900. 

(2) Zeitsch. f. Augenheteu, Jime. IBM. 
(8) Arch, de Oftalmol., Aprtl, 1901. 
(4) Ann. Ophthal.. Jan., 1901. 
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Immediately after scrubbing^ the parts are washed with 
1 :500 sublimate solution. He has never needed to perform 
the operation more than once upon the same case and thinks 
that when the operation is thoroughly carried out relapses 
do not occur. Perret* advises the use of suprarenal extract. 
It must be used freely and often. The ocular enlarge- 
ments eventually disappear and, later, the flat cellular 
deposits. 

Hiscellaneons. Ella Wylie^ reminds us that Parinaud's 
conjunctivitis is characterized by great thickening of the 
tarsal conjunctiva, and edema of the lids with mucopuru- 
lent discharge. After one or two weeks large polypoid 
granules appear over the tarsi, in the folds or in both. 
These growths are grayish-red and between them may oc- 
cur small yellow ones; erosions may be seen between the 
granulations. The preauricular glands are often involved. 
Fever and general depression sometimes occur. A spon- 
taneous cure may take place in from two to six months. 
Little is known of the etiology of this disease except that 
Parinaud considers it to be a lower-animal infection. 

A. Pihl^ notes two cases of vaccine conjunctivitis. There 
were great swelling and hardness of the lids and, in one 
case, a distinct vesicle the size of a pea formed on the free 
border of the lid. The treatment consisted of simple cold 
applications. S. Stephenson* believes that 2 per cent of 
cases of ophthalmia in children are diphtheritic, if all cases 
of membrane of the conjunctiva are included. He recom- 
mends injections of anti-toxin in all suspected cases with- 
out waiting for the result of a bacteriologic investigation. 
Locally a 15 per cent solution of potassic permanganate is 
to be painted on the conjunctiva and a weak solution of 
sublimate used for cleansing and irrigation. 

H. F. HanseU*^ notes a case of bleeding from the con- 
junctiva in an infant. Death followed from anemia. The 
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original diagnosis ifas marasmtis. T%e Heeding began a 
few days after birth and contnraed with occasional inter- 
nrptions in spite of all treatment. Abbott published notes 
of a sindiax case in the Jannary ^1899) Annals of Oph- 
fhalmoiqgy. 

Michel^ advises borated vaselin with a little cocain in the 
treatment of pemphigus of ifhe conjunctiva, but he thinks 
the prognosis is generally unfavorable. We do not know 
"ttie origin of chronic pemphigus but when it does occur on 
liie conjunctiva it is also prone to affect the mucous mem- 
brane of the mouth, nose, and pharynx. On the conjunc- 
tiva the vesicles usually appear at two points, the iimer lid 
angle behind either of the puncti or at the lower half of 
the scleral conjunctiva. Almost invariably they are fol- 
lowed by scars. 

M. P. Weyman* advises the removal of all pterygia and 
has devised an operation whereby relapses are prevented. 
Post-operative reaction is very mild while perfect covering 
of the denuded area (which he properly regards as a de- 
sideratum in this operation) is brought about. 



THE I.ACBIMAL APPAEATUS. 

Albrand* believes ttiat although probing and such per- 
manent dffvices as that of Vulpius occasionally yield ideal 
results; in chronic processes with more or less mucopuru- 
lent secretion, in fistula, affections of the periosteum and 
caries, after bums or other injuries of the inner canthus, 
in ulcerations of ihe lid from long standing diseases and 
in Ihe sequelae of trachoma it is better to remove the lac- 
rimal sac. 

Rollet* believes that in abscesses that have no direct com- 
munication with the lacrimal sac the successful treatment 
is indsion and curetting. Pressure upon such tumors 

0) Zeitschr. f. Augenhellk., June, IMO. 

(2) Ann. of Ophthal., July. 1000. 
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(4) Ann. d'Oculist, May. 1900. 



Digitized by 



Google 



50 THE BYE. 

shows no appearance of pus at the pnncta; on the other 
hand chronic purulent tumors of the sac are best treated 
by extirpation of the latter. Terson* says that in laying 
open the tear-sac the incision in the skin should be made 
directly downward, not more than 4 mm., and not less 
than 3 mm. from the inner angle of the lid. The region 
of the sac will then be reached in every case with certainty. 

It should not be forgotten, as Antonelli^ points out, that 
ethmoid disease and affections of the frontal sinus may 
result from an orbital cellulitis set up in the first instance 
by dacryocystitis and he gives an account of such a case. 
An operation upon ^g^ontal^nd the ethmoid sinuses was 
performed and a^^^fflJ^o^i^febjuonflis the lacrimal dis- 
ease disappeard^^ttu the patient Ifeft^lshe hospital cured. 

Krefeld^ bejR^s that obliteiojMpn ^^fithe tear-sac is a 
more suitable iperat^Iihsai exnipktion.| He slits up both 
canaliculi, andURl strictures at the mm entrance are cut 
through. He thfe^^olutm^s ±l^^|vjty m^ Vienna paste, 
moulded into a littteHMfflJSdStppeffm a thin layer of cot- 
ton and introduced to the bottom of the sac. This is re- 
moved in two minutes and the sac cleansed and packed 
with cotton. The eye is protected with vaselin and by hav- 
ing the patient rotate the globe outward. B. Schwartz* 
concludes that extirpation of the tear-sac leads eventually 
to disappearance of the epiphora in many cases of lacrimal 
duct obstructions. The reason is the compensatory atro- 
phy of the corresponding lacrimal gland. Experiments 
upon lower animals lead the author to believe that there is 
some connection between these two organs. 

B. A. Pond' describes a modification of the ancient de- 
vice of draining the tear-sac into the nose. A silver probe 
armed with a coarse silk thread is passed through the canal 
into the nose where one end of the thread is seized with a 
pair of forceps and drawn out through the nostril. The 
probe is then withdrawn, unthreaded and the string left 

a) Ophthal. Klinlk, March, 1900. 

(2) La Clin. Ophtal., March, 1900. 

(8) Klin. Monatsb. f. Augenhellk., Aprtl. 190L 
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in position with the ends tied together. This is drawn 
through the nose two or three times a day, a large knot 
(formed where the ends are tied) serving to keep the open- 
ing free. It is not found necessary to slit up the canalicu- 
lus. The operation may be done under cocain and the sub- 
sequent pulling on the thread does not set up any irrita- 
tion. The drainage is satisfactory in almost all cases. 
Sgrosso/ in various diseases of the sac and nasal duct, 
attempts to preserve the former and drain the eye into the 
latter thus curing the original infection. He incises the 
anterior wall of the sac, then scrapes it with DeWecker^s 
knife and subsequently opens the duct into the nose. 
Where necessary a portion of the sac wall is excised to re- 
duce it to the normal size. If necessary a permanent drain 
is placed in the sac, sutures unite the lips of the opening 
and a pressure bandage is applied over all. 

Lagrange^ remarks that in electrolysis of the lacrimal 
canal a sound should be used that is protected through 
most of its length, with an exposed conductor at its end. 
It is passed through the canal and the current slowly 
turned on. A wad of cotton is fastened to the negative 
pole and placed in the patient^s nose on the same side as 
the sound. Five ma. are usually sufficient, turned on for 
five minutes. The canal should be cleansed with antisep- 
tics before and after the removal of the sound. One 
application may be sufficient but it is usually necessary to 
repeat the application several times. DuGourlay* speaks 
enthusiastically of the use of electrolysis in nasal duct 
stenosis. Of sixty cases fifty were of long standing and 
were cured, three were relieved, four had slight lacrimation 
in the open air and three were not cured as long as they 
were under the author^s observation. He uses the constant 
current in cases of stricture and dilation of the sac, and 
believes that even in the catarrhal form the secretion 
is very soon stopped by the action of the galvanism. •He 
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also uses the induced current in the same way as a muscu- 
lar stimulant 

Sourdilles^ points out that although abscess of the lacri- 
mal gland is rare there is reason to believe that such cases 
are often overlooked. It is usually seen in infancy, the 
onset is acute and the disease may usually be traced to 
mumps or measles. The eyelid swells and becomes violet 
in tint, fluctuations usually appear and an abscess points 
in the superior cul-de-sac, breaking spontaneously if left 
alone. There is little systemic disturbance and the patient 
soon recovers. 

Steinitz* treats suppuration within the sac and nasal 
duct with medicated bougies after the manner recom- 
mended by Holtz and others. These rods are 3 mm. long 
and 1 mm. thick, made of cocoa butter to which 5 per cent 
of protargol or other antiseptic is added. A silver tube is 
introduced into the canaliculus and sac and through this 
the rod is forced with a small sound. 

Natanson* has reported a case of purulent inflammation 
of an infant's eyes caused by congenital stenosis of the 
nasal duct. Protargol cured one eye in ten days and daily 
cleansing of the tear-sac and the use of protargol effected 
a cure of the other eye in four weeks. On the other hand 
G. Fejer* has not seen any good results following the use 
of protargol in blennorrhea of the sac and is not much in 
favor of the use of probes. Where ordinary means fail to 
bring about relief in a few months, extirpation of the sac 
ife advised, and if this is not sufficient, removal also of the 
lacrimal gland, as Abadie and C. E. Holmes advise. D. 
Gunn,^ speaking of lacrimal obstructions in children, says 
that there are cases in which after the canaliculus has been 
opened, probing reveals a cavity much larger than the lac- 
rimal duct whose position it occupies, filled with an exces- 
sive amount of muco-pus. This cavity represents a dilated 
dufct, the dilation caused in early life by an obstruction 

a) Arch. d'Ophtal., August, 1900. 

(2) Klin. Monatsbl. f. Augen., May, 1900. 

(3) Med. Review, April, 1900. 
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of the lower end, whether this obstruction be congenital or 
acquired. 

Of all the curious foreign bodies found in the nasal duct 
during the past two years, none is more curious than the 
gnat described by WolfEberg,* who found it in a woman 
with lacrimal fistula. After operation a profuse discharge 
still continued from the nasal duct and one day there ap- 
peared a blswk-looking object that proved to be an insect 
8 mm. long, with short wings and black and white stripes 
around its body. The ease then progressed favorably to 
cure. The author believes tike gnat ascended into the duct 
from the nose. 

Actinomycosis of the canaliculi appears,, says Terson,* 
in a much milder form than in aoay other part of the body. 
The symptoms in the cases reported by him are epiphora, 
dilation of the puncta, slight mucous discharge from the 
sac on pressure and a swelling in the region of the canal. 
On opening this tumor> ovoid masses varying in color from 
white to yellow, were rcBaoved and the patient soon got 
well. 

P. Buller and W. &. Byers^ note the extirpation of a 
carcinoma of the lacrimal gland by Kronlein^s method. 
There remained a slight convergent strabismus with limi- 
tation of the outward excursion. The patient was dis- 
charged in two weeks. He complained of no pain, was well 
nourished but very anemic. There was slight ptosis of the 
upper lid; the veins of the conjunjctiva were full and tor- 
tuous, there was marked exophthalmos and a downward 
and forward displacement of the gbbe just below the outer 
third of the upper margin of the orbit, between it and the 
eyeball. The tumor formed a dense elastic mass with nodu- 
lar margins. 
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SCLEEA AND CORNEA. 

Scleritis. E. Jameson* does not believe in general medi- 
cation in these affections and believes that subconjunctival 
injections of a 2 per cent solution of sodic salicylate, mas- 
sage of the upper lid with 10 per cent ichthyol ointment, 
and the superficial cautery are the best remedies. He 
makes a ring of dotted cauterizations about the margin of 
the elevated infiltration. W. Stoltzing* believes that potas- 
sium iodid is the most valuable remedy we possess in fugi- 
tive, periodic attacks of episcleritis as an associate of tri- 
geminus neuralgia. 

Keratitis. Speaking of parenchymatous Jceratitis, E. 
Gutmann* believes that the treatment with mercury (ex- 
cept perhaps in small children) is useless and harmful. 
Atropin should not be used where the cornea alone is af- 
fected and local irritants should not be employed during 
the inflammatory stage. The systematic use of cocain is 
of great value; it lessens the irritation and apparently has 
a good effect upon the corneal disease. Tonics, arsenic and 
cod-liver oil especially, are nearly always of value. Haab* 
observed seven cases of lattice'liJce Jceratitis. At first the 
changes in the cornea resemble interstitial keratitis; 
there is a little congestion, photophobia and lacrimation. 
With a strong lens the changes appear to consist of a very 
fine clouding of the cornea arranged in interlacing lines. 
By stronger light they seetn dark and may be confused with 
the vessels of an old interstitial keratitis. The epithelium 
is roughened and indurated. Occasionally ulcers form. 
The majority of cases are of the malignant variety and 
get worse in spite of all treatment. The etiology is ob- 
scure and the prognosis very doubtful. Dimmer has also 
reported instances. The most effective treatment seems to 
be the yellow salve ointment. 
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S. Stephenson/ after the examination of a large number 
of children with phlyctenules of the eye, finds that 53 per 
cent have, or have had, eczema, thus confirming the state- 
ment of Homer, that the two diseases are one and the same. 
He also believes that phlyctenular keratitis goes hand in 
hand with the tuberculous or scrofulous diathesis, and ob- 
serves that these diseases were found in nearly 32 per cent 
of the large number of cases observed by him. 

G. P. Suker^ believes that keratitis petrificans is the 
proper name for ribband-like keratitis. He finds an anal- 
ogy between the calcareous deposits in the cornea and the 
conjunctivitis petrificans of Leber. 

E. S. Thompson' described a case of vesicular keratitis 
after cataract extraction resembling that noted by Puchs. 
There were no irritative symptoms and no anesthesia of 
the cornea, although the vesicles were well marked and 
remained for twelve days. The writer thinks that the in- 
creased tension present before the formation of the vesi- 
cles was their probable cause. 

In acquired lues J. D. Lawford* asserts that interstitial 
keratitis may be present and cites a nimiber of instances 
in proof. He draws attention to certain differences be- 
tween the acquired and the inherited variety. In the for- 
mer the attacks are of shorter duration and less severe and 
often only one eye is affected. The prognosis is also better 
and there is a more complete restoration of the transpar- 
ency of the affected cornea. 

P. MendeP also describes a patient whose mother was 
luetic and who, in his twenty-second year, had acquired 
specific disease. Both eyes became affected with a typical 
diffuse keratitis that disappeared under energetic inunc- 
tion. Six years later it recurred imder the guise of an 
episcleritis, which also disappeared under inunctions. 

G. Gentilini* has observed three new cases of aspergUlus 
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heroMtie in addition to those already reooa^ded by Leber 
and TThthdff. In all, the aBpergillus f umi^tus was fotind^ 
having apparently entered the comea after injury. The 
ulcers were dry, whitish, and with a rough surface project- 
ing above the surrounding eomea* The treatm^Bt was 
atropin, scraping and cauterization of the f ocus^ and, when 
painful, hot applications. It iSi characteristie of this affec- 
tion that the opacity,, about the ordinary ulcer, in this case 
was separated about 1 mm. from it^ so that the tdcer is 
surrounded by a ring of transparent comea 1 mm. wide. 

D. Baseo^ reports a case of keratomycom due to the 
aspergillus fumigatus in which the cautery loop was suc- 
cessfully applied to the ulcerated spaee. A euro took place 
in three months Markow* reports- in a man of 50 a large 
opacity of the left cornea, over whidi a fungus of loose, 
gelatinous, yellowish appeai^anee was growing. The aa- 
teri(»r chamber was obliterated. Microscope esamiosation 
showed this mass to be of the aspergillus f umi^atus^ 

XTlcer of the Comea. H. Eriedenwald^ advisesy in the 
treatment of dendritic heraiitis and superficial rodent 
ulcer, the ordinary tincture of iodin, and prefers it to all 
other remedies. He appMes it soaked in absorbeift cottcm 
firmly wound around a woodeis toothpick, the eye being first 
prepared with fluorescein and cocain. The application 
must be made as thoroughly as possible and should inv^olve 
both the ulcer and its immediate neighborhood. If applied 
in this way one application is usually sufficient. A band- 
age with simple ointment should be used t(x a day or two. 

A. Deutsch* gives a complete analysis of all the cases of 
serpent ulcer seen in the Geneva Eye Clinic for 1898 and 
1899. He confirms the observation of TThthoff that in the 
majority of cases pneumococci are the cause of the disease. 

Eeufis* speaks of an apparently trifling but in reality an 
important lesion of the cerBea, nameiy,, eroHaw cosnmanly 
produced b y a finger-nail scratch. The diagnosie ie B&b 

a) Ann. di Ottal.. 29. 1900. 
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always easy becauBe fluoreaeeiii maj reveal no break in the 
corneal epithelium. The author attributes it to a loosen- 
ing or a separation of the union between the cornea and 
epithelium. The patienik saddexdy awakes with decided 
pain in the eye and in spite of dtl treatment the pain may 
eoBtinue for weeks and even months. In spite of tieatment 
and after temporary improvement, the story of pain on 
awakening in tiie morning is continued. Where the diag- 
nosis is made and the r^on of the lesion discovered the 
epitbelium sli^ald be removed and allowed to rdTovm; in 
this way complete healing may be obtained and with it dis- 
appearance of the sympioms. A pressure bandage with 
borie oiutment seems to be the best local application; 

EerateeonxD. H. Enapp^ says ol the galvatoo-caiitery 
in conical cornea, that we should never cauterize too deeply. 
If the result of the first operation is imperfect, apply tiie 
convex diae^electrode again to the pkce where one desires 
the cicatrix to h^ve the greatest eSect Spare, ii possible^ 
at least one-half the pupillary area. If one operates early 
and confines the operation to the progressive cases, one has 
to deal with a clear cornea, reaction will be least and the 
vi^aal results as well as the operative effects greatest On 
the other hand, R. Sattler* advises caution in emplo3ring 
surgical interference as he believes it is attended by uncer- 
tainty and dang^, eren in the most favorable cases. It 
is always tedious; of all tlie siargieal meaiis he believes the 
galvano-eautefy the best supplement to iridectomy or 
iridotomy. In desperate cases the lens may be removed, 
followed by tattooing or superficial cauterization of the 
conic apex. 

Sgrosso* again advises tiie use of the galvano-caut^ in 
keratoconosy after the rules kid down by Meyer. He be- 
lieves that a solid cicatrix should be formed capable of 
resisting intraocular pressure. The cautery point should 
be applied to the temporal wall of the cone and unless the 
latter be very small it is not recommended to cauterize the 
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apex. The baming should be as deep and as extensive as 



S. M. Burnett* does not attach much value (in flie non- 
operative treatment) to the hyperbolic lenses of Baehlmann 
and thinks that the contact lenses of Hershell are too haz- 
ardous for practice. The stenopeic slit is of some con- 
siderable value. He believes that the ophthahnometer is 
our best means of estimating the amount and kind of re- 
fractive error present in the corneal cone. 

Kiscellaneous. Erantchenko' believes that an aqueous 
extract of cloves increases the visual acuity through a clear- 
ing and eventual disappearance of corneal opadties. The 
more recent the affection the better the result; it should 
not be applied when acute inflammation is present and it 
is useful in deep as well as superficial nebulae. A single 
prolonged application of the extract does not produce un- 
pleasant effects. Where the opacities are superficial and 
diffuse the extract should be used twice a day and repeated 
at intervals of from five to ten minutes. In maculae this 
treatment should be combined with touching the affected 
parts with the fresh solution; cocain may be used to re- 
lieve pain. The patient notices improvement in from one 
to two weeks. The extract is made by grinding the cloves 
to a coarse powder in a coffee-mill. This is mixed with 
fifteen times its weight of water and again ground in a 
small mortar. The filtered fluid is used as above. 

To prevent sunburn of the cornea, which is the most 
serious complication of snow blindness, S. Mitchell* tells 
us that the Indians of Alaska wear wooden goggles with a 
shelf-like projection above them, so that the eye is pre- 
served from the effects both of the direct and indirect rays 
of light. Takayasu* believes, after much investigation of 
the subject of arcus senilis, that it is nothing more than a 
fatty degeneration of the corneal substance and that the 
granules found in the degenerated area are fat granules. 



Annali of Ophthal.. October, 1900. 
Arch. d'OphUl., Dec., 1900. 
Ophthal. Rec.. March, 1900. 
Arch. f. Augoiheilk., 48-3. 



Digitized by 



Google 



THE LENS-CATARACT. 69 



.THE LENS. CATABACT. 

Becently K. Baas and B. L. Bandolph^ have written on 
the regeneration of the lens. The former relates a case 
in which a cyst-like growth sprang into view after a cata- 
ract extraction. He thinks that this bears some relation to 
the well-known fact that certain of the lower animals grow 
new lenses when the old one has been destroyed or removed, 
and suggests the name of Lentoma for the growth in his 
case. 

G. E. de Schweinitz* divides immature cataracts into 
three classes: non-progressive cortical opacities; progres- 
sive cortical opacities; nuclear and mixed opacities, and 
believes that all of them should be regarded as indications 
for a thorough investigation of the patient both from the 
general and the ocular standpoint. 

W. L. Pyle" classifies cases of spontaneous disappearance 
of senile cataract under the following heads: (1) those 
where there was absorption after spontaneous rupture of 
the anterior or posterior capsules; (2) where there was 
spontaneous dislocation of the opaque lens; (3) where 
intracapsular absorption of the opaque cortex took place 
and the nucleus sank below the axis of vision; (4) in Mor- 
gagnian cataract without rupture of the capsxde or disloca- 
tion of the crystalline; (5) cases where there Was spon- 
taneous absorption of both the cortex and the nucleus with- 
out any evidence of rupture of the capsule ; (6) dislocation 
or Morgagnian degeneration of the lens; (7) cases of spon- 
taneous disappearance of the opacities without changes in 
the lens substance or difference in the refraction. [The 
Editor has now under observation a lady aged 61, who for 
thirty years has been blind from mature cataract in both 
eyes. V-fingers at a few inches. Two sisters and one 
brother had also acquired cataract and were operated on 
without success, t. e., the eyes were lost from iridocyclitis. 
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Owing to the unfortunate experience of her relatives she 
declined operation* Sir months- ago the left eye began to 
recover its sight, and when last examined V = 16/200. 
A clear area, about 2 mm. square could be plainly seen in 
the outer lower segment of the lens. There was no evidence 
of diabetes or other general disease. Trousseau^ gives an 
account of absorption of the lens in a patient 55 years of 
age. Several months were occupied in the process, which 
is now nearly complete, leaving only a small membrane 
covering a small portion of the pupiL With a correcting 
lens the patient has 2/3 of normal vision.] 

Widmark^ advises extraction in persons over 50 years of 
age as soon as sight becomes noticeably impaired, and does 
not believe that it is necessary for obtaining good visual 
results to wait until the so-called senile cataract is entirely 
ripe. 

P. MendeP regards the technic of cataract r^aaoval in 
persons with only one eye (having lost the other eye 
through a previous operation) as exceedingly important. 
In Hirschberg^s clinic a thorough aa^ic preparation is 
considered the chief consideration for success. The lacri- 
mal passages^ a common source of infection, are carefully 
examined and if any inflammatory condition exist it is 
thoroughly treated. The nasal passages are also rendered 
aseptic a long time before the operation is advised. In the 
same way the lids are thoroughly prepared and the opera- 
tion done under general anesthesia as a rule. Preliminary 
iridectomy is made and the operation for cataract under- 
taken three weeks later. 

Terson* believes that secondary cataract is principally 
formed from the anterior capsule and believes that its re- 
moval during extraction will prevent the necessity for a 
second operation in a large number of cases. Moreover, 
primary removal of the capsule (thus doing one opera- 
tion instead of two) allows the aqueous humor to circulate 
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freely through the anterior and posterior chambers, lessen- 
ing the danger of post-operative complications. [Couper 
and others have for years advised primary capsnlectomy; 
in immature cataract it would seem to be the proper oper- 
ation. — Ed.] 

Del Toro^ believes that many cases of cataract arise 
from peripheral adhesion of the iris to the lens, interfering 
with the nutrition of the latter. In these cases he uses 
Critchet^s knife or does a large iridectomy, introduces a 
discission needle and separates the adhesions by passing it 
beneath the iris and the lens. 

P. Dunn,* instead of waiting for the long, tedious ab- 
sorption of soft cataract after discission, administers chlo- 
roform to the child, and, using a broad cataract needle, 
passes it into the anterior chamber of the thoroughly atro- 
pinized eye and, after making a vertical and horizontal in- 
cision in the capsule, freely breaks up the lens. The needle is 
turned on its axis at this point so as to allow all the aqueous 
to escape slowly from the eye. The parts are then thor- 
oughly douched with 1 :4000 chinosol, atropin is again in- 
stilled and a pad of chinosol gauze is applied. There is 
little or no reaction. In a few days the pupil is quite 
black and all that is left of the lens is a small quantity of 
soft matter lying in the anterior chamber, and in about 
two weeks there is merely a trace of the cataract. 

Pagenstecher has recently operated for cataract extrac- 
tion both with and without iridectomy; tiie former where 
the iris showed a disposition to prolapse ; in all other cases 
the simple extraction. He treats his cases with pure ich- 
thyol spread over the lids ; this is covered with gauze sat- 
urated with liquid paraflBn and on top of all a piece of 
cotton. The bandage is kept in place by a wire shield in 
spectacle frames. The ichthyol is removed in from twenty- 
four to forty-eight hours and is not replaced except in cases 
of irritation. Patients wear the shield for two weeks. 

Androgsky* favors the Williams-Kalt method of stiteh- 
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ing the corneal flap after cataract extraction. The thread 
is first passed through the corneal tissue without pene- 
trating the anterior chamber. Extraction is then done 
in the usual manner, after which the thread is tied. He 
believes the operation to be especially indicated where 
escape of the vitreous is probable and in simple extrac- 
jtion where one is likely to have prolapse of the iris. In 
this last case two stitches should be used. He also advises 
it if there be gaping or deferred healing of the wound, 
and, finally, in operations for keratoconous and keratoglo- 
bus. 

Vacher* reports further successful cases of cataract re- 
moval by the scleroconjunctival-bridge method. He claims 
that the advantages are the impossibility of reversal of the 
fiap, the rarity of hernia of the iris, the early removal of 
the dressing, no necessity for bandaging the other eye and a 
small amount of postoperative astigmatism. It may be re- 
membered that the incision is made at the sclerocomeal 
junction, including, as the knife is withdrawn, a sclero- 
conjunctival flap. The disadvantage is the conjunctival 
hemorrhage, which appears in about half the cases; the 
method also requires a more deUcate technic than the ordi- 
nary extraction. 

Therien* regards simple extraction as the ideal operation, 
but says there are many indications for the employment 
of the combined method. Whenever the capsule is involved 
with the lens, iridectomy should always be done, and he 
regards hernia of the iris as due to a neglect of this pre- 
liminary precaution. 

S. Fernandez" is convinced that the after eflEects of 
an operation are more satisfactory when iridectomy is 
done; if the incision is far enough within the cornea to 
prevent prolapse it interferes with vision. He cites three 
cases of simple extraction where the immediate result 
was very good, but in which adhesion or prolapse formed 
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later^ inclining him to wish that he had resorted to imme- 
diate iridectomy. 

Capt. Henry Smith* reports 1,804 extractions of cataract 
in the capsule and claims the operation to be as simple as 
any other. It leaves nothing behind to become opaque, 
no foreign matter to set up iritis, no instruments are in- 
serted after delivery of the lens, but, it may be added, he 
admits, that there is a greater liability to escape of vitre- 
ous. He removes the speculum as soon as the incision 
is made, and to further prevent vitreous loss an assistant 
holds the upper lid with a blunt hook and the lower lid 
down with the thimib. In a small percentage of cases no 
iridectomy was done. In a few others an iridectomy 
formed part of the operation. He does not insert the loop 
behind the posterior capsule and scoop the lens mass out 
in the ordinary way, but having gently squeezed out as 
much of the cataract as will come by pressure and counter- 
pressure he afterwards extracts the capsule and the lens 
matter it contains with an ordinary dressing forceps. 

W. H. Wilder* reports the successfxd extraction of two 
congenitally dislocated opaque lenses. In the first eye an 
attempt to do iridectomy failed, so the lens was removed 
entire with the wire loop, and with a very slight escape 
of vitreous. In the second eye the wire loop was also 
successfully used through an incision in the lower part 
of the cornea. The corneal wound healed in both cases 
without difficulty. 

P. Stoewer* advises the inmiediate removal of a lens 
dislocated into the anterior chamber; if it is caught in 
the pupil it should be manipulated into the anterior cham- 
ber and then removed. When luxated into the vitreous and 
there are no symptoms, miotics may be employed as long 
as no irritation symptoms are induced. An attempt should 
then be made to coax the lens into the anterior chamber. 
Sclerotomy is to be performed if the media are cloudy 
from glaucoma and the lens cannot be located. Sympa- 
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thetic inflammation calls for aiucleation^ and tiiis is also 
true of a cyclitis which has followed an xcnsnjcceBBful at- 
tempt at extractioQ. 

Both S. Klein* and L. Konigstein* refer to cases of ver- 
tigo following removal of the lens. They both belieye that 
the dizziness is produced by patients looking through 
the marginal parts of their strong convex lenses and to the 
prismatic eflEect this produces. Possibly also the muscu- 
lar element in the cases should be taken into account. 

G. C. Harlan* does not think prolapse of the iris in sim- 
ple extraction as serious as many authorities consider it, 
and advises that hernias be left alone unless they interfere 
with the healing of the wound. For larger prolapses he 
advises prompt abcision, though infection of the iris or 
conjunctiva may necessitate delay. Occasionally, if every- 
thing be favorable, the iris may be replaced. 

P. A. Callan* uses Knapp^s knife-needle when the pupil- 
lary membrane in secondary cataract is thin, veil-like and 
of uniform color, but where the membrane is thick or tough 
he finds DeWecker's forceps-scissors the best. In the latter 
event the corneal opening should be large and 2 mm. from 
the limbus. Sometimes, when we have to deal with a small 
pupil, it will be necessary to include the iris sphincter in 
the incision to obtain a satisfactory result. It is then bet- 
ter to incise the iris above rather than below, for cosmetic 
reasons. In displaced pupil due to prolapse or incarcera- 
tion of the iris it is necessary to make three incisions witti 
the scissors, one on each side to tree the iris and a vertical 
cut through the membrane and iris. The latter incision 
should be long enough to free the involved part of the 
iris. The amount of pupil displacement should indicate 
the length of the downward cut. 

G. E. de Schweinitz and J. A. Andrews* have recently 
reported cases of cataract extraction where the collapsed 
eye-ball was successfxdly filled with physiologic salt solu- 
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tion after the method proposed by H. Knapp. The chief 
value of the procedure is that it fills the eye-baU after its 
collapse, prevents the sucking in of infective material from 
the surface of the globe and palpebral conjunctiva, and 
in some instances prevents retinal detachment. 

E. Gutmann^ reports operation upon forty-five cases of 
complicated cataract, mostly with myopic chorio-retinitis 
and fluid vitreous. [The good resxdts, which are attributed 
to strict asepsis and care in operating, seem to justify the 
operation and the Editor cannot see any reason why, when 
both eyes are blind, an attempt should not be made to 
increase the visual capacity even in cases where full vision 
cannot be hoped for.] 

Puchs* again draws attention to detachment of the 
choroid after cataract extraction, having observed five cases 
within six months. The chief sign of this accident he found 
to be partial or complete obliteration of the anterior cham- 
ber within the first ten days after the extraction. The 
detachment was usually seen as a brownish black mass 
extending into the vitreous. There was also minus tension. 
He believes that a rent is produced at the insertion of 
the ciliary body and through this rent we have a communi- 
cation between the aqueous chambers and the perichoroidal 
space. The aqueous himior passes through this tear and 
forces the choroid forward into the vitreous. He reports 
two cases in which the rent was plainly visible at the root 
of the iris. Strange to say, in all the cases the patient 
recovered useful vision. 

Trousseau* points out that death occasionally follows the 
extraction of cataract. The fatal issue is sometimes asso- 
ciated with exhaustion ; now and then with tetanus ; with 
shock and pain in very old people; with sympathetic oph- 
thalmia, etc. 

Pagenstecher* reaflBrms his faith in the employment 
of large doses of iodids in treating certain diseases of the 
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eye^ particxQarly episcleritis, paralysis of the ocular mus- 
cles and affections of the oculonervous system generally. 
The doses range from 30 to 40 grains of potassic iodid 
given from three to five times daily — as well as sodic iodid 
and mercuric iodid. On the whole he prefers the last 
named as it is less likely to produce iodism and does not 
affect the heart He thinks the sodium salt is generally pre- 
ferred to the potash and advises the addition of potassic 
bromid where there is cardiac irritation from the iodids. 
[No mention is made of using the ordinary sweat, Turkish 
or Bussian baths, in conjunction with the administration of 
the iodid. That iodism is prevented and the eflScacy of 
the iodid salts greatly enhanced by ingestion at the same 
time of large quantities of water is another fact in modem 
therapy, especially in the treatment of eye diseases, that 
should not be forgotten. One to one and a half or even two 
liters of water may be given with sodic and potassic iodids, 
the doses ranging from 150 to 400 grains daily, with good 
results and no toxic effects. — Ed.] 



THE UVEAL TBACT. 

Iris. E. Jackson^ reports a remarkable case of exfolia- 
tion of the anterior layers of the iris, which underwent a 
change in color from brown to blue and gray — ^just such 
an alteration as one would expect from loss of pigment. 

E. von Bogusz^ describes two cases of total irideremia — 
one in which, after a prolapse of the iris, the patient wiped 
the eye with his handkerchief and tore out the whole of 
the iris ; the second was produced by an injury to the eye 
with the comer of a bedstead. This patient also wiped 
his eye upon a handkerchief, from which was extracted, 
next day at the clinic, the entire iris. 

Edbel" gives an account of dlium implantation on the 
anterior surface of the iris in a mechanic who had been 
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Btruck in the eye with a piece of steel. For six years it 
had remained in the eye without producing any irritation. 
The lash passed through the pupil behind the iris and 
although there was no movement of it when the body 
moved, yet during pupillary contraction there was a notice- 
able motion of the free end of the hair. Vision was normal. 

Pupil Seflexes. In speaking of that condition where 
the pupil, instead of contracting when the light falls upon 
the eye, becomes more or less dilated, Silex^ reports a case 
that he saw a year ago. The anomaly followed an injury to 
the back of the head. There was no general disease or 
organic nerve affection. The writer suggests that the anom- 
aly may be due, in his case, to the dense connective tissue 
formation at the point of the injury after the accident, 
and to the increased excitability and lowered resisting pow- 
ers of the whole nervous system, including the pupillary 
fibers. 

J. Piltz,* speaking of the Piltz-GifiEord phenomenon 
(contraction of the pupils after energetic closure of the 
lids), considers that it is only an associated movement. 
He made observations upon twenty-two paralytics, 
twenty-five patients who were affected with insanity, 
eight epileptics, seven blind and twenty-three healthy 
persons. The phenomenon was seen in 43 per cent of 
the blind, 40 per cent of the paralytics, 28 per cent of those 
with insanity, 25 per cent of the epileptics and 4 per cent 
of the healthy. When on attempting to close tiie lids, 
closure was prevented by holding them apart, the pupil be- 
came small in 63 per cent of the paralytics, 48 per cent of 
the demented, 43 per cent of the blind, 27 per cent of the 
epileptics and 35 per cent of the healthy. This phenom- 
enon is observed whether the pupils react to light or not. 
[It seems strange that although he acknowledges that Piltz 
mentions the prior discovery and publication by Harold 
Gifford of the Galassi lid-phenomenon, Schanz* persists in 
calling this sign the *T7estphal-Piltz pupillary phenome- 



I 



,*/ Zeitsch. f. Augenheil., June, 1900. 
12) Neurolog. Centralb.. Nov., 1889. 
:8) Berlin. Min. Woch.. 48. 1901. 



Digitized by 



Google 



68 THE EYB. 

non/^ The fact is that if one uses a double name it should 
be the '^Galassi-GifiEord sign," as both these observers inde- 
pendently discovered and employed it several years before 
it was known in German literature. — Ed.] 

Iritis. Von Michel^ analyzed eighty-four cases of iritis 
and notes the following items : Women are more prone to 
the disease than men. The average age is 40 and the dis- 
ease is frequently one-sided. Chronic nephritis was found 
in twenty-eight cases and tuberculosis in thirty-one. The 
cases associated with syphilis were very few— only five. 
Disease of the heart and blood vessels was noted in thir- 
teen cases. The conclusion is that primary iritis is almost 
always part of a general affection and the importance of 
examining all the organs, especially the kidneys, is great. 
It is remarkable that so little place is found for rheuma- 
tism as a factor in the etiology of this disease. Trousseau^ 
believes that syphilitic iritis is usually the forerunner of 
graver manifestations of the general disease. Of sixty-one 
patients treated by him during the past seven years only 
six have escaped serious lesions, mostly of the nervous sys- 
tem. 

E. W. Doyne^ thinks highly of the use of radiant heat in 
eye diseases. He employs a 16 c. p. lamp. The patient 
sits by its side, keeping the eye as close as possible to it, 
with the lids closed; in cases of chronic cyclitis or iritis, 
apply five to twenty minutes three times a week or even 
daily. The whole side of the face gets intensely hot and 
even vertigo may be produced; afterwards general mas- 
sage of the globe and cold douches may be employed. He 
finds this to be the best means of applying heat in those 
eye diseases where it is indicated. 

J. Pruemm* gives the clinical history of 100 cases of 
disseminated chorioretinitis at the Giessen clinic. In most 
cases it developed at the age of puberty and both eyes 
were invariably affected. Complications were present in 
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one-third of the cases. These were chiefly iritis, hyperemia 
of the disc, vitreous hemorrhage, opacity of the cornea, 
detachment of the retina, etc. The cause was obscure in 
many instances although lues could be proven in 10 per 
cent of the cases, while chlorosis was observed in 14 per 
cent, scrofula in 12 per cent, measles and scarlatina in 
10 per cent, articular rheumatism in 4 per cent. Myopia 
was present in 26 per cent. In many cases vision improved, 
but there were frequent relapses and the patients had to 
give up work when this occurred. In twenty-six cases no 
cause could be assigned for the disease. Subconjunctival 
injections of 4 to 10 per cent salt solutions (1 ccm.) were 
found beneficial. 

E. A. Shumway^ describes a diffuse punctate condition 
of the fundus and compares it with the various forms of 
dotted fundi described by Frost. His case he regards as an 
example of Tay's choroiditis now and then seen in the eyes 
of young adults. As is well known, the condition is not 
necessarily associated with defective vision, although an 
occasional account is given of night-blindness and contrac- 
tion of the field of vision. 

Senn and Spirig^ believe that the so-called chronic idio- 
pathic vridochoroiditis is a mild inflammatory disease 
which pursues a slow course and ends in blindness. It is 
usually bilateral and is often seen in persons with good 
health. The authors feel justified in concluding that, in 
many instances at least, the fundus changes are due to in- 
fection from chronic ozena or other purulent nasal disease, 
the infection being carried from the nose to the eye so as to 
seriously impair the nutrition of its tissues. 
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EETINA AND OPTIC NERVE. 

Betina. Winselmann^ reports a detachment of the 
retina following chronic irido-cyclitis. The patient was 
put to bed, half a hypodermic syringeful of salt solution 
was injected beneath the conjunctiva and a pressure 
bandage was applied. This treatment was repeated until 
nine daily injections were given. The vision greatly im- 
proved and in the eye with the recent detachment the 
retina had returned to its proper place. In two more 
cases the same result was obtained. L. Gabler* classifies 
the treatment of forty-four cases of detached retina in the 
Pesth dispensary. No internal medical treatment was of 
avail. Twelve were treated by scleral puncture, eleven by 
iridectomy, seven by a combination of both treataients. In 
one tincture of iodin was injected; the others were treated 
by pilocarpin, iodid of potassium and inunction. Three 
of the puncture cases improved, five improved after iridec- 
tomy and one after the combined method. The others were 
either unchanged by treatment or got worse. 

Recently the Editor has drawn attention to the Inaug- 
ural Thesis of StaerWe, who gives an account of the treat- 
ment of detachment of the retina at the Basel Klinik. 
Twenty-three comparatively recent cases were given sub- 
conjunctival injections of salt solution. In ten cases there 
was a marked improvement, with complete restoration of 
the detached membrane in three. In nearly all (twenty- 
one) improvement of vision set in; in seventeen there was 
enlargement of the field of vision. As might have been 
expected, the more recent the detachment the more marked 
was the improvement. The operator began usually with a 
weak (2 per cent) solution, but finally employed a 4 and 
even a 10 per cent solution. In many instances the last 
strength seemed the most effective. The author thinks 
that the exosmosis and endosmosis set up by the salt solu- 
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tion reduces the amoxuit of the snbretinal fluid without 
decreasing the vitreous mass, thus permitting the retina 
to resume its normal position. There is, at least, one con- 
sideration not to be lost sight of in this connection. In 
choosing a form of treatment for detachment of the retina, 
this plan has the advantage of being without risk — ^which 
cannot be claimed for procedures like the Schoeler and 
Deutschmann methods. 

P. M. Ogilvie* has collected all the published cases of 
''holes" at the macula and notes that they may be divided 
into those in which there is no detachment of the retina 
and those in which it is present. They are generally 
due to concussion injuries — ^blows from blunt objects, 
stones thrown from catapults and in one instance the lesion 
followed a bullet wound of the orbit. Most of these lesions 
of the retina were 1^ diopters in depth. 

W. H. Fox* refers to the intense congestion of the iris, 
ciliary body and probably of the choroid and retina, which 
follows the exposure of the eyes to the flash of electricity, 
whether it proceed from lightning or from other sources 
of electric light. Intense pains in the eyes and head fol- 
low, with photophobia, congestion of the ocular vessels and 
marked contraction of the pupils. In some cases the lids 
are swollen and there may be an actual bum of the facial 
skin, lashes and cornea. The treatment is cold applications 
to the lids and the use of atropin. The injury is rarely 
permanent and the symptoms subside in a few days. 

A case of retinitis circinata is recently described by 
de Schweinitz.8 The lesion began a disc diameter from the • 
edge of the papilla above, and almost at its edge below, 
making an irregular zone of yellow-white exudation about 
the macular region. The edges of this band are irregular 
and beset with pigment, while irregular pigment patches 
on an area of yellow exudate involve the macula itself. The 
retinal vessels are normal ; so is the remainder of the fun- 
dus. [W. B. Bruner, in tiie Annals of Ophthalmology for 
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April, 1899, gives a complete review of the literature of 
this interesting subject] 

0. Schoenwald* observed eighteen cases of retinal throm- 
hosts and remarks that they occurred mostly between 50 
and 70 years of age, and that arterial sclerosis was present 
in seven of them. Most of them had rheumatism and none 
syphilis. There was secondary glaucoma in four cases. In 
one-half, arterio-sclerosis of the retinal arteries could be 
seen with the ophthalmoscope, and in another the same 
process showed sclerosis of the choroidal vessels. Spasm 
of the retinal artery presenting most of the aspects of 
embolism of that vessel was noted by M. Sachs.^ Fuchs, 
who examined the case, agreed with the diagnosis. No 
lesion but arterio-sclerosis could be discovered in the 
peripheral arteries. In three days the spasm subsided. 

Optio Neuritis. A valuable paper on the diagnostic value 
of headache with double optic neuritis is presented by Wil- 
liamson and Eoberts.' Of 100 such cases, twenty-seven 
were proven by autopsies to be due to brain tumor, twenty- 
seven more were very probably of the same character; in 
two cases the necropsy showed distention of the cerebral 
ventricles but no tumor. Three cases showed a chronic in- 
terstitial nephritis only. Three others were caused by 
chronic lead poisoning, two by fatal cerebral abscess, two 
by tubercular meningitis, one each accompanied ulcerative 
endocarditis, purpura hemorrhagica and Henoch's purpura. 
Three recovered in which only chlorosis with cerebral 
symptoms was present. Six cases were probably syphilitic ; 
. two of these recovered with blindness and four with im- 
paired vision. Two cases without localized symptoms con- 
tinued six and two and a quarter years, respectively, and 
their termination is not yet. Of the remainder in which 
there were no lues and no localizing symptoms, eight recov- 
ered with blindness, three with impaired vision and eight- 
een with good vision. 
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Choked disc, according to A. Merz/ can be produced by 
increased intracranial pressure^ whether it be continuoufi, 
periodic or transient. From experiments on dogs and rab- 
bits the writer concludes that tiie condition of the venous 
sinuses plays an important part in the production of 
'^Stauungspapille/^ When there is increased intracranial 
pressure, the circulation is interfered with, bringing 
about stasis in the fluid of the subvaginal space. 
From the point where the central vessels enter the nerve 
sheath to the intraocular end of the opticus there is 
considerable compression. The nerve itself also undergoes 
pressure and in consequence of this there is disturbance 
of its lymph circulation, productive of the edema of the 
nerve heads and their changes. The coincidence of en- 
largement of the cervical glands with optic nerve atrophy 
or optic neuritis of both eyes in children is mentioned by 
L. Buchanan.^ He believes that optic nerve disease can 
thus be traced to a former tubercular infection of the brain, 
cord or optic tracts and this seems a point in diagnosis well 
worth bearing in mind. 

Straub' had a patient, in every other way healthy, who, 
after a cold, presented inflamed eyes with pericorneal in- 
jection; the media were healthy. A few days later the 
patient exhibited all the evidences of hyalitis with second- 
ary iritis and keratitis. Under atropin and the internal 
administration of salicylic acid there was complete re- 
covery. After the vitreous had cleared, a papillitis of 5 D. 
was discovered in both eyes, similar to choked disc. [A 
few cases of mild and often of well marked optic neuritis 
have been observed by the Editor where the first signs 
simulated a superficial keratitis. In one instance, recently 
noted, there was a history of abraded cornea following a 
foreign body extraction. As the vision did not improve, 
suspicions of deep-seated disease were aroused, and as 
soon as a clear view could be had of the fimdus distinct 
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swelling and injection of the neire head were discovered. 
The disc in the other eje was normal.] 

As is well known, diffictdties in diagnosis between acute 
retrobulbar neuritis and hysteria sometimes arise. The cen- 
tral scotoma, characteristic of neuritis, cannot be proved if 
the vision has fallen to complete blindness, and as the f nn- 
dns is normal in neuritis or shows but slight changes, a 
suspicion of hysteria may arise. The pupil, however, is 
mostly enlarged in retrobulbar cases and reacts sluggi^ly 
or not at all to light, while headache and painful excur- 
sions of the globe are almost always present L. E. Berg- 
mann* relies upon the pupillary reactions, and especially 
upon the galvanic reaction of the optic nerve itself to de- 
cide in these cases. In hysteria this is very much dimin- 
ished. D. T. Vail* draws attention to the frequent occur- 
rence of nasal diseases in cases of acute retrobulbar 
neuritis and believes that the anatomic relations between 
the sphenoid sinus and the ocular structures have much 
to do with the disease. In every instance of optic neuritis 
the nasal cavities should be carefully examined and any 
anomaly should be treated. 

Word-Blindness. Hinshelwood^s report (Lancet, May, 
1900) has called forth reports of a number of cases of con- 
genital word-blindness. E. Nettleship* furnishes the history 
of five additional cases in which, while the visual and audi- 
tory memories were excellent in all other respects, there 
was no visual memory for letters. The patients were able 
to recognize only a few letters of the alphabet and were un- 
able to read any words at all, even those of one syllable. As 
is well known, Hinshelwood ascribes this defect to organic 
deficiency in the brain cells where visual impressions of 
letters, and words in particular, are registered and stored. 
Nettleship points out that if Hinshelwood^s theory be 
correct, we have to deal with a condition similar to con- 
genital color-blindness, and tiiat the disease is incurable. 
If, however, there are cases capable of cure, the latter will 
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be found in methodical instruction in writing as early as 
possible in life, while the brain cells and fibers are capable 
of development. The old plan of education by which the 
average chdld was first of all taught his letters would give 
a word-blind patient a better chance of improvement than 
modem methods. In the incurable cases it is better for 
both teacher and pupil that the situation be recognized 
so that the child may be educated along other lines. 

Optic lithemia. Sixteen cases of lithemia of the optic 
nerve are reported by Angelucci* in which he describes 
two forms of the disease, one that leads to papillitis with 
loss of large peripheric sectors of the field of vision, and a 
second form in which the papilla shows very little hyper- 
emia, bnt a central scotoma without limitation of the field 
— a retrobulbar process. It frequently happens that no 
cause for the changes at the papilla can be discovered, ex- 
cept a very noticeable and protracted increase in the urates, 
or, perhaps, an articular or other form of rheumatism. The 
treatment should neutralize the excess of uric acid by anti- 
lithic remedies. 

Amaurosis. A case of dental amaurosis is reported by H. 
C. Sloggett.* The patient had vision of one-half in the 
left eye, although the fundus oculi appeared normal. A 
few days afterward the eye became perfectly blind, without 
fundus changes. The extraction of several decayed teeth 
was followed by restoration of sight. There was a recur- 
rence of the amaurosis, and again, after the removal of 
two central incisors, vision returned and has continued to 
be normal up to the date of writing. 

C. S. Hawkes* relates the history of two families (four 
generations of one and three of the other) in which optic 
atrophy descended through the female branch to every 
male descendant, although the females were unaffected. 
The disease usually began at the age of 30, although one 
commenced as early as 14. When seen in its first stages 
the disease was found to be a retrobulbar neuritis. 



a) Arch, di Ottal., 1899-6. 

(2) Ophthal. Rec., April, 1900. 

(3) Austral. Med. Oaz.. July, 1900. 
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B. Paderstein* reports two cases of migraine [Charcot^s 
migraine ophthalmoplegique], accompanied by paralysis 
of all the branches of the third nerve. The paresis 
lasted only one day in the first instance, while in tiie sec- 
ond, after some time, the paralysis became stationary. 



TOXIC AMBLYOPIA. 

J. H. Fisher* believes with Nuel, de Schweinitz, Holden 
and others, that nicoiin amblyopia is not primarily a dis- 
ease of the macular bundles, but of the ganglion and other 
retinal cells about the macular region. He directs atten- 
tion to Langle/s work on the influence of tobacco on the 
activity of ganglionic nerve-cells in general; it destroys 
their power of conducting impulses. Agreeing, in the 
main, with Fisher and Langley is a report of J. H. Par- 
sons,'^ based upon investigations by the author himself. 
He helices it reasonable to suppose that the action of nico- 
tin is not to produce in the first instance a retrobulbar 
neuritis, but a more peripheral action, constriction of the 
arterioles and eventually changes in the cone fibers, the 
inner granules, or both. 

Several cases of alcohol-tobacco amblyopia, presenting 
retinal hemorrhage, are reported by W. Zentmeyer.* The 
writer believes that the lesions may also be produced by 
alcohol. After eight years* residence in Cuba, C. E. Fin- 
lay*^ reports that neither Cubans nor Spaniards are in any 
sense immune to tobacco. In proof of this he presents a 
series of ninety-two cases of well-marked alcoholic and 
nicotin amblyopia. This is directly opposed to statements 
made of the freedom of Cubans and Spaniards from to- 
bacco amblyopia. 

In alcoholic neuritis T. L. Brunton' has observed a con- 



(1) Inaug. Diss.. Heidelberg. 1900. 

(2) Ophthal. Rec. June, 1901. 

(3) Brit. Med. Jour., June, 190L 

(4) Ann. Ophthal.. July. 1901. 

(5) Arch. Ophthal., May, 1901. 

(6) Lancet, Dec., 1900. 
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dition of the pupillary reflex just the opposite of the 
Argyll-Eobertson phenomenon. He has noticed that the 
reflex to light is rapid and extensive, whereas the contrac- 
tion of the pupil on accommodation is slight and sluggish 
or entirely wanting, and in two instances he observed a 
dilation instead of contraction, on accommodation. 

During the last three years cases of complete blindness 
(usually permanent) from the drinking of essences of vari- 
ous kinds — Jamaica ginger, essence of peppermint, etc., — 
have been reported, presenting much the same symptoms as 
those instances of methyl alcohol amaurosis described by 
Dunn,^ deSchweinitz,* Gifford,* Casey Wood,* Hiram 
Woods," H. Harlan® and others. From these facts alone it 
may be assumed that it is the methyl alcohol (used as a 
solvent) in all of these mixtures that is responsible for the 
serious results. The symptoms were uniform in all the 
reported cases; for nearly twenty-four hours after the 
ingestion of the poisonous fluid, vision appears unaffected, 
but suddenly the patient becomes almost or totally blind. 
If he survives, improvement in sight slowly takes place, but 
this is likely to stop after the lapse of a few more days or 
weeks, and the sight diminishes until he becomes blind. 
The treatment is usually that of optic nerve atrophy, fol- 
lowing neuritis. 

A case of typical toxic amblyopia produced by a dose 
of santonin is reported by M. Inouye.'^ After taking an 
unknown amount of the drug the patient awoke next morn- 
ing to find everything looking yellow. The xanthopsia per- 
sisted for three days and left a visual disturbance of the 
right eye. After six weeks the symptoms disappeared. 

Illuminating gas as a cause of ocular disturbances is 
alleged by Purtscher,® who gives several examples of its 
toxic effect. In three cases exophthalmos, paresis of the 

(1) Va, Med. Seml-MontWy, Jan., 1901. 

(2) Ophthal. Rec., June, 1901. 

(3) Ophthal. Rec. Sept, 1899; July, 1901. 

(4) Ophthal. Rec., Aug., 1899. 
(6) Ophthal. Rec, Feb., 1899. 
'6) Ophthal. Rec, Feb., 1901. 

"^ Ophthal. Klinik, Aug., 1900. 

Centralb. f. Prakt Augenheilk., Aug., 1900. 
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eztrinBic muscles^ paralysis of acoommodation^ narrowing 
of the peripheral visual field and (in one case) a double 
sided homonymous hemianopsia^ were noted. He thinks 
the eye troubles in this last case must be attributed to 
hemorrhages into the cerebral cortex. 

A case of amblyopia from iodoform is detailed by W. M. 
DeVries.* The patient, 9 years old, had a vertebral ab- 
scess, which was regularly syringed with 10 per cent iodo- 
form in glycerin. The smallest injection contained 
60 grams of the fluid. The patient suddenly developed a 
strabismus convergens with nystagmus; this was followed 
by emesis, headache, dilation of the pupils, increased pulse 
and temperature. An absolute central scotoma was found 
in the left eye; relative in the right. The fundi were nor- 
mal. The muscular paralysis improved, but the left eye 
eventually had vision of oidy 1-60 ; right eye, 1-6. When 
last examined a scotoma for red was present in the left 
eye and V = 1-6 ; the right eye had improved until vision 
was J. 

L. Gonzalez* gives an account of optic-neuritis follow- 
ing the lite of a scorpion. Prompt treatment with diapho- 
retics and sodium iodid relieved the blindness and the pa- 
tient ultimately recovered. This is one of a number of cases 
of toxic amblyopia reported from the bite of these animals. 
Five cases of optic neuritis following the excessive use 
of thyroidin have come under the observation of Coppez.* 
Four of these were in women and one in a man. The toxic 
amblyopia was of the retrobulbar iype, giving rise to cen- 
tral scotoma. The drug was taken for the relief of obesity 
and the treatment was the same as in other cases of post- 
bulbar neuritis. [N" o such report has appeared in English 
literature so far as the Editor is aware.] 

Loss of vision following forty drops three times a day 
of the fluid extract of Hydrastis taken for two months is 
reported by Straub.* Improvement took place on stopping 
the drug an d treating the retrobulbar neuritis. 

a) Weekb. ▼. Geneesk, Dec.. 1900. 
C2) Anal, de OfUlmol.. March. IML 
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THE VITEEOUS. 

H. Ziegner* reports a case of hemorrhage into the vitre- 
ous, associated with general arterio-sclerosis, which eventu- 
ally disappeared under subconjunctival injections of salt 
solution. In three months vision was entirely normal. A 
case of vitreous hemorrhage occurring during a cerebral 
hemorrhage on the side opposite to the nervous lesion is 
described by Terson.* The writer does not consider it one 
of the ordinary accompaniments of cerebral hemorrhage. 

Straub* believes that hyaiitis and cyclitis are always 
intimately associated and that the form frequently found in 
urethritis, measles, erysipelas and in meningitis is not 
necessarily of luetic origin, although syphilis is a very 
common cause of both processes. 

Schmidt-Eimpler* calls our attention to the exceeding 
rarity of intraocular cysticerci in modem times. He be- 
lieves that before any attempt is made to remove the para- 
site an accurate diagnosis ^ould be made. If it be situ- 
ated in the vitreous he passes a knife at once through 
the coats of the eye, using a sawing motion. In two cases 
the parasite came through the opening made in this way ; 
where it does not, a larger incision is made and the animal 
removed with the forceps. Cut muscles should be re- 
placed and sutured. The wound heals readily and in 
many cases vision improves. Since all eyes with cysti- 
cerci sooner or later are destroyed by phthisis or pundent 
inflammation, the indications for operation are strong. 

J. Hirschberg,* after obtaining a long series of good re- 
sults with the Haab magnet, reports a case where a steel 
splinter had remained in the eye for three months. Trial 
with a smaller magnet failed; the Haab magnet and 
a strength of 12 amp. was necessary to pull the object 
to a point in the anterior chamber from which it could 

(1) Berl. kiln. Woch., 13. IBW. 

(2) Clin. Ophtal.. Nov.. 1900. 

(3) Weekbl. y. Geneesk, Aug., 1900. 
Zeitsch f. Augen., Aug., 1900. 

(5) Centralb. f. Pkt., Augen., Oct, 1990. 
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be removed by the aid of a small magnet. The piece 
weighed 22 mg. Two days later cyclitis set in, and in two 
weeks enucleation was found necessary. 



THE OCULAR MUSCLES. 

A complete, although somewhat elaborate, routine of 
examination of the eye muscles is recommended by A. 
Duane.^ ^^After making a cursory inspection of the patient 
to detect the presence of any obvious anomaly, I direct his 
attention to a cardboard sheet, a foot or more square, hang- 
ing on the opposite wall of the room. In the center of this 
sheet is a round black spot, one inch in diameter. I cover 
the left eye with a screen, and, first making sure that he is 
fixing the spot with his right eye, I pass the screen quickly 
from the left eye to the right. In so doing I watch for any 
deviation taking place in either eye, and at the same time 
ask the patient if he notices any movement of the spot. 
I then place prisms, appropriately directed, before the 
eyes, gradually increasing their strength until there is 
no longer any deflection. This neutralizing prism will 
indicate the amount and character of the deviation 
as measured by the screen test. The same prism may 
also abolish the apparent movement of the spot, per- 
ceived by the patient. If not, I change the prism until 
this movement is absolutely nil, and thus measure the 
amount and character of the deviation by the parallax test. 

^If there is any noticeable deflection behind the screen, I 
then apply the screen test in a second way or by binocular 
uncovering.^' 

He believes that the screen test is more reliable than 
the so-called parallax test, the Maddox rod or the phorom- 
eter. He claims that it is almost universally applicable and 
may be used with children who have not binocular vision. 
He also employs it during the course of an operation to 
gauge the result obtained. 

(D N. Y. Hed. Jour.. May, 19«L 
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Probably the most important and most recent contribu- 
tion to the stvdy of the oculo-motor apparatus is G. C. Sav- 
age's monograph entitled ^'Ophthalmic Myology/' [The 
Editor has perused the advance sheets of this admirable 
work, and although he does not agree in toto with the prop- 
ositions there laid down, he considers the work, particu- 
larly in view of the author's many valuable and original 
contributions to the subject, to be well worthy of close 
perusal.] 

A proper understanding of the work demanded of the 
extrinsic ocular muscles cannot be had, says Savage,* unless 
studied in connection with the fixed median and horizontal 
planes of the head. These planes of reference are defined 
as follows: The one is the median plane of the head, a 
fixed vertical plane passing down between the two hemi- 
spheres of the cerebrum, practically midway between the 
two orbits. The other is the fixed horizontal plane of the 
head, which always passes through the optic chiasm. If 
the two orbits are ideal in construction and position, this 
horizontal plane would bisect the lines of origin of the in- 
temi and extemi of the two eyes, and, passing on, would 
cut the centers of rotation of the two eyes. In orthophoria, 
the head being in the primary position, the vertically act- 
ing muscles will cause the two visual axes to lie wholly in 
the fixed horizontal plane, and the lateral muscles will 
cause these axes to intersect at a point twenty feet away, 
without imdue tension on the part of any muscle. The 
vertical axes of the eyes will be kept parallel with the ver- 
tical fixed plane of the head, without undue tension on 
the part of either oblique. He formulates the following 
laws: ''The recti muscles must control the visual axes, 
the superior and inferior recti keeping them always in the 
same plane, the internal and external recti making them 
intersect at the point of fixation." "The obliques must 
keep the vertical axes parallel with each other and with the 
median plane of the head." To enable the recti and 
the obliques to obey these laws, without nervous tension, 

U) Ophthalmic Myology, 1W2. 
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should be the object in view in both the Burgical and non- 
surgical treatment of heterophoria. 

A. Duane^ advises that after tenotomy the patient be 
allowed to go about as usual and be encouraged to use his 
eyes for distant vision and to use both eyes together for 
all practical purposes. If the deviation be marked^ exer- 
cises to stretch the divided tendon are instituted. No band- 
age is applied and deep sutures are avoided. He does not 
think that there is any danger to healing and that the 
risk of exciting inflammation of the wound from infection 
or other cause by this method is not at all great; nor does 
he think that there is any real danger of producing an 
excessive effect. If an accident of this kind does happen 
the over-effect can be neutralized by the use of a retaining 
suture. He does not believe that tenotomy, per se, is capa- 
ble of producing an absolute correction of the musciilar 
defect, and that it is as important to carry out a proper 
after-treatment as to attempt some particular kind of 
operation. 

W. Eeber,* after a study of 160 cases of hyperphoria, 
finds this anomaly present in 16 per cent of all ophtiialmic 
patients. It is more likely to be latent before the thirtieth 
year and manifest after that time and occurs most fre- 
quently to the extent of 1°. The commonest symptoms are 
supraorbital, temporal and occipital neuralgia, photopho- 
bia, drowsiness and abnormal fatigue after prolonged near 
work. Plenty of sleep, open-air exercise and a well-regu- 
lated life are necessary to make hyperphorics comfortable. 
The condition is associated with esophoria in 57 per cent 
and with exophoria in 37 per cent of all cases. Compoimd 
hyperopic astigmatism, with errors of convergence, is more 
frequently present than all the other refraction anomalies. 
Convergence-training, if convergence be insufiEicient, and 
convergence repression, if convergence be excessive, fre- 
quently relieve the symptoms entirely. Vertical prisms give 
pronounced relief in one-half of all cases, one-half to two- 



(1) Med. News, April, 1900. 

(2) Jour. Am. Med. Asioc, Jan., IflOl. 
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thirds of the hyperphoria being corrected for infinity and 
two-thirds for near work. If these means fail, section of 
some one of the vertical muscles is indicated and about 5 
per cent of all the cases whose deviation is two or more 
degrees will be more benefited by tenotomy than by any 
other procedure. 

G. T. Stevens^ believes that "Normal" declinations of 
the retinal meridians set up local symptoms; they are 
similar to and are often attributed to heterophoria. Dry- 
ness of the eye-lids, smarting of the eyes and foreign-body 
sensations, associated with obstinate chronic hyperemia of 
the globe (due to the pressure of the lids against the ball), 
are among these. These anomalous positions of the merid- 
ians are said to be extremely common and their presence 
may be determined by the clinoscope. A great variety of 
these declinations may be present and Stevens considers 
surgical interference the only proper means of correcting 
them. 6. J. BulP insists on the great value of the stereo- 
scope in determining the patient's power of binocular fixa- 
tion in heterophoria, and regards it as a valuable means of 
diagnosis in all anomalies of the eye muscles. 

Does Amblyopia ex Anopsia Exist? This question is 
considered by S. Klein,^ who observed a patient whose 
amblyopic eye had not been used for a long time, but who 
had again resumed its use. Vision gradually improved, 
and in time reached the normal limit, and this, he thinks, 
proves that the previous amblyopia was simply the result 
of non-use, for as soon as the visual fimctions of the eye 
were restored the amblyopia disappeared. He studied sev- 
eral cases in which this happened and adds that the dis- 
continued use of an eye at a very early period of life always 
tends to amblyopia. When a child begins to squint early 
the eye is always aflfected. In many cases the amblyopia 
begins with strabismus in the first or second year of life, 
but in late strabismus, if the eye does not become ambly- 
opic from some other cause, it remains free from ambly- 



(1) N. Y. Med. Jour.. Feb.. 1901. 
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opia. For the same reasons, Hermheiser* concludes that 
the rule laid down by Priestly Smith with regard to the 
treatment of strabismus in children is a good one, namely, 
to bind up the good eye at regular intervals and compel 
the patient to use the squinting eye. He has no doubt 
whatever but that there is a true amblyopia ex anopsia, 
and that this may, in some cases, be prevented and in 
others the vision may be improved by simple exercise of 
the poor eye. 

Strabismus. E. Landolt^ much prefers advancement of 
the weaker or the too long muscle to tenotomy of the more 
powerful or shorter opponent He believes that this 
method is based on the etiology of strabismus as given to 
us by Bonders, and thinks that the frequent performance 
of tenotomy is based on the mistaken idea that it increases 
the field of excursion of the eye toward the side opposite the 
weakened muscle, an opinion which he has disproved on 
many occasions. He insists that we should not make a 
muscle feebler than its weak antagonist by setting it back, 
but should rather increase the force of the weaker muscle 
by advancing it. He commonly finds it necessary to do an 
advancement on both eyes, but he is rarely obliged to re- 
sort to tenotomy in addition. He makes an exception in 
those cases where a vertical deflection is associated with 
diplopia and where the deviation is only a few degrees; in 
such cases tenotomy may be done. 

A simple operation for divergent strabismus is advised 
by L. W. Fox* in cases where the divergence is smaU. 
It is performed under cocain and comprises tenot- 
omy of both external recti muscles, stretching of the con- 
junctiva and Tenon's capsule, and, after making an ellip- 
tical opening on the conjunctiva of the nasal side, suturing 
the opening. The last act of the operation is performed 
with a pair of broad retractor forceps. The conjunctiva is 
grasped vertically between the cornea and caruncle, di- 
rectly over the internal rectus muscle. As much con- 
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jimctiva and as much of Tenon's capsule as possible is 
included^ separating all the tissue overlying the muscle 
itself. With curved scissors the upraised conjunctiva and 
capsule are excised and the wound edges brought together 
with four sutures, the upper suture being inserted through 
conjunctiva and Tenon's capsule. A similar suture is 
passed through the lower margin of the conjunctiva and 
brought out between the insertion of the inferior muscle 
and the margin of the cornea. Two more sutures are 
passed through the margin of the wound and united. 

MiscellaneouB. W. Seiffert^ reports another instance of 
relapsing oculo-motor paresis and paralysis associated with 
attacks of typical hemicrania. Two cases of unilateral oph- 
thalmoplegin (one total, of the nuclear form) are described 
by Maillard.* In consequence of tiie course which the pare- 
sis ran, it was believed to be due to a toxic form of neuritis 
in both instances. 

The treatment of congenital paralysis of the right supe- 
rior oblique muscle by tenotomy of the left inferior rectus 
of the left eye, is reported by Elschnig.* The desired result 
was obtained, although immediately after the tenotomy 
divergence of the left eye became apparent ; this was con- 
trolled by cutting through the lower part of the external 
pectus tendon. The patient obtained binocular single 
vision, was able to work, and was much gratified with the 
result. 

Retraction movements producing a temporary enoph- 
thalmv^ are described by J. Wolff, H. Knapp and A. N". 
Ailing. Wolff* believes that this unusual condition is due 
to faulty insertion of the extrinsic muscles, and that the 
condition is always congenital. It is accompanied by nar- 
rowing of the palpebral fissure. Paresis of the external 
rectus of the retracted eye is usually present. Surgical 
intervention improves the eye from a cosmetic standpoint. 

(1) Berlin klin. Woch., No. 30, 1900. 

C2) Ann. d'Oculist., May, 1901. 

(8) Wien. med. Woch., March, 1901. 

(4) Arcb. OpbtbaL, May, 1900. 
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THE OBBIT. 



The remarkable tolerance of the orbit to various foreign 
bodies is well shown in the history by Calderon^ of two 
cases. In one an entire steel pen remained in the orbit 
three years without giving rise to any symptoms. In an- 
other case a piece of wood 4 cm. long and 8 mm. broad 
remained for three months before symptoms were set up. 
In each instance the foreign body entered below the globe 
and in neither case was the lower lid injured. 

Experimental enucleation ot one eye in young animals 
for the purpose of determining whether the removal of an 
eye in early life results in faulty development of the orbit 
has been carried out by W. E. Thomson.^ This was done 
in a series of rabbits about the twentieth day of life. They 
were then kept from six to eight months and on post- 
mortem examination the orbits were carefully measured. 
There were marked diflferences between the normal and 
the anophthalmic sides, the defects being uniformly dis- 
tributed in the latter. These were 10 per cent to 15 per 
cent in the length, height and depth of the orbit, the chief 
fault being in the development of the bones, less in the 
soft tissues. 

A form of orbital periostitis, constituting one of the late 
manifestations of syphilis, is described by Antonelli,* the 
etiology being determined by finding in the fundus rudi- 
mentary hereditosyphilitic stigmata. There was consid- 
erable swelling beyond and above the nasal side of the 
lacrimal sac; on opening the tumor a slight discharge 
escaped. That an orbital cellulitis may be set up by an 
ethmoido-frontal sinusitis (in its turn produced by a 
dacryocystitis) is proven by a report by the same writer.* 
An operation upon the frontal and ethmoid sinuses, pre- 
ceded by a nasal duct operation, brought about a cure. 



(1) Clin. Ophtal., Dec., 1900. 

(2) Lancet, Nov., 1900. 
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Kronlein's^ operation on the orbit for the purpose of 
removing retrobulbar tumors through the temporal bone 
with preservation of the eye-ball, has within the last two 
years been carried out with marked success by H. Knapp 
and others. Valude has performed this operation three 
times^ once for an orbital angioma and twice for sarcoma. 
He considers the operation an easy one; it enables the 
operator to save the globe of the eye when, by the old 
method of operation, it would be impossible. It also per- 
mits a thorough exploration of the orbital cavity. 

G. P. Suker* advises his modified artificial sponge-globe 
method after enucleation. A glass globe is imbedded or 
wrapped in a layer of very fine surgeon^s sponge, sewed 
with cat-gut, all being thoroughly sterilized. This im- 
bedded globe is inserted into Tenon^s capsule, the latter 
being afterwards sutured with cat-gut. The straight mus- 
cles are brought together in pairs and the whole fixed by 
an annular ligature. The eye is dressed with a gauze pad 
which has been immersed in one part of boric acid and four 
parts of amyloform. If care has been taken to preserve 
complete asepsis during the operation very little reaction 
occurs. No pressure bandage is used and an ice-bag 
should be applied during the first twenty-four hours. 
The advantages of this operation are the complete immo- 
bility of the inserted globe, the better excursion of the 
artificial eye and protection from pressure by the globe on 
account of its sponge cushion. The latter is eventually 
absorbed. 

A hydatid cyst of the orbit is reported by Isola.' The 
tumor was about the size of an orange and had pushed for- 
ward the eye to such an extent that atrophy of the organ 
set in and vision was lost. The removal of the tumor itself 
was accomplished with ease. An example of orbital men- 
ingocele is furnished from the practice of Lagleyze.* The 
patient had become so disfigured by the growth that it was 
decided to attempt its removal. The exophthalmos was so 

CD Ann. d'Oculist., Aug., 1900. 

(2) Ophthal. Rec. June, 1900. 

(3) La CUnique, June, 1900. 

(4) Arch. d'OpbtaL, Dec., 1900. 
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pronounced that the eye protruded beyond the margins of 
the orbit. A retrobulbar cavity was found communicating 
with the meningocele sac by means of a hole in the vault 
of the orbit about 1 cm. from the orbital ridge; the eye 
was finally enucleated. 



GLAUCOMA. 

G. B. de Schweinitz* believes that in unilateral acute 
glaucoma one may infer the probability of invasion of the 
second eye if the latter present an abnormally shallow an- 
terior chamber, opacity or swelling of the lens, a high 
degree of hypermetropia or smallness of the corneal di- 
ameters. If instillation of homatropin solution (Edward 
Jackson, G. C. Harlan, W. A. Bailey) gives rise to in- 
creased tension or retinal arterial pulsation, or if painless 
pressure on the globe with the finger tip produces arterial 
pulsation, or if there is a history of previous glaucoma- 
tous phenomena, the eye should be dealt with as if it were 
under the infiuence of the disease. He recommends that 
iridectomy (or some similar operation) should be per- 
formed on the better eye as soon as the anterior chamber 
is restored in the eye already operated upon, meantime the 
suspected eye should be kept imder the infiuence of a 
miotic. 

Becent literature contains many instances of resection of 
one or more of the cervical ganglia ( Jonnesco^s operation) 
of the sympathetic for glaucoma. H. W. Dodd* reports 
one of these where the superior cervical ganglion was re- 
moved in two cases of chronic glaucoma. He does not 
believe that it has proven of much value in either instance. 
D. H. Coover* gives the history of a case of simple glau- 
coma on which Jonnesco^s operation was performed with 
encouraging results at first, the tension being lowered to 
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normal and contraction of the pupil brought about. Both 
the visual field and the visual acuteness increased. Unfor- 
tunately three montiis later an acute attack occurred re- 
ducing vision to light perception. Daulnoy^ believes that 
there is a place for sympathectomy in the treatment of 
chronic simple glaucoma. If prolonged treatment with 
eserin and pilocarpin does not give good results, sympa- 
thectomy should be performed. He agrees with Abadie 
that glaucoma results from dilation of the ocular vessels 
through the influence of the sympathetic system. 

. De Wecker* believes that an anterior sclerotomy should 
be performed before an iridectomy is done, because the pre- 
liminary sclerotomy removes from iridectomy the ordinary 
dangers attendant upon performing that operation in cases 
of recent glaucoma. He is of opinion that the double oper- 
ation enlarges the visual field and thinks that the prelim- 
inary procedure when carried out furnishes the greatest 
curative action when it is followed by an iridectomy, both 
for present needs and for those of future years. Fage* 
claims that the practical results of opticociliary resection 
in cases of absolute glaucoma justify a wider recognition 
of its usefulness. He says that the sheath of the nerve 
being opened, the perichoroidal space is freed. There is 
a lessening of secretion of aqueous humor owing to destruc- 
tion of the ciliary nerves. 

The use of holocain for the relief of pain in glaucoma is 
recommended by J. Hinshelwood.* He instilled a few 
drops of a 2 per cent solution of cocain into the eyes of a 
woman aged 50 years. Shortly after a typical acute glau- 
coma set in which the writer attributes to the use of the 
cocain ; in consequence of this he is convinced that cocain 
should not be used if there is the slightest suspicion of 
glaucoma and never in the treatment of the disease. Where 
local anesthesia is required he employs holocain. 

A profuse retro-choroidal hemorrhage after iridectomy 
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far chronic glaucoma is Tq>orted by F. C. Hotz/ with even- 
taal loss of the affected eye. The hemorrhage did not 
occur until twenty-four hours after a perfectly smooth 
operation in an eye that was shown by the ophthalmo- 
scope to be free from any alterations in the retinal or cho- 
roidal vessels. C. A. Oliver* and W. C. Posey* both report 
cases of hemorrhagic ghmooma in which the usual unfavor- 
able outcome is recorded. Oliver believes that la spite of 
the gloomy outlook in this disease we should not always 
conclude that nothing can be done. He mentions that in 
three out of eight cases vision was saved for periods of 8^ 
6 and 4 years with almost normal acuity and in two others 
the disease was kept in abeyance for a considerable length 
of time. 

INJUBIES TO THE OCULAB STEUCTURES. 

Guende' relates a curious case where a 16-year-old boy 
was struck in the left eye witii a hard ball> rendering him 
imconscioufi. He recovered with trembling of the iris and 
apparent motility of the lens. Tension was slightly in- 
creased. Vision was best with a concave lens of 3^ D. 
Eight-and-a-half months after the accident^ vision without 
a correcting l«is was 8-10 ; with — 0.50, V=10-10. Two 
years before the accident the patient had a refractive error 
of one-half diopter of simple hypermetropic astigmatism. 
The writer believes that the zonula of Zinn had been in- 
jured and that the lens became more convex, thus pro- 
ducing a high degree of myopia. This he attributes to a 
stretching and not to a complete rupture of the zonula 
and considers it a confirmation of the Helmholtz^ theory 
of accommodation. 

E. Baeumler^ reports three cases of penetrating wounds 
of the eye, involving the deep structures, and followed 
by infection of the latter. AU the suspected parts were 
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subjected to the gahan.o'^autery, cairying the wire well 
into the anterior chamber and &ven into the lens. In every 
case the eye was saved with nseful vision and the writer 
considers that this is the best method we have of steriliz- 
ing infected woimds. 

Six cases in which the sight of one or both eyes was lost 
or impaired by the passage of a bullet through the orbit 
without wounding the eye-ball are reported by E. Nettle- 
ship.^ It is not always easy to determine just how the 
bleeding into the vitreons, the choroidal ruptures^ the cho- 
roida-retinal exudations and the changes in the disc and 
nerve are produced in cases where the eye-ball has not been 
touched by the missile. Nettleship ascribes the intraocular 
injuries to the force of the projectile being changed into 
radial vibration of the tissue particles which act as secon- 
dary missiles. These^ passing through the dense sclera^ do 
not much damage it, although they seriously injure the less 
resisting choroid and retina. At the same time the drag- 
ging on the muscular insertions by the bullet contributes 
to the injury. 

Miosis and ptosis from paralysis of the cervical sympa- 
thetic, after a gunshot wound, are recorded by G. C. Har- 
lan.* The bullet entered at about the level of the cricoid 
cartilage five years before the writer examined him. 
Accommodation was not affected; the tension in each eye 
was doubtful and voluntery light movements were 
normal. The contracted pupil is thought by the writer 
to be due to paralysis of the radiating, nonstriated mus- 
cular fibers of the iris ; the ptosis to paralysis of the non- 
striated fibers in the levator. 

H. A. Beaudoux* communicates a case of commotio 
retinae from contrecoup. The ophthalmoscope showed a 
large number of disseminated patches of gray opacity in 
the retina. Subchoroidal hemorrhages dotted the fundus 
although the macula could be plainly seen. These alter- 
ations disap peared in four weeks and the fundus presented 
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a normal appearance. For several months vision, which 
after the injury was much reduced, gradually improved 
imtil at the end of nine months it was *®/2o- 

Explosion of the water glass attached to engines is a 
common occurrence, frequently giving rise to severe ocular 
injuries. S. Mitchell* reports several cases of these in 
which he was able to extract from the interior of the 
globe fragments of glass. 

The observations of Andreae that the best remedy for 
lime burns is profuse irrigation with sterile water, insti- 
gated Schmidt-Eimpler* to experiment with the slaking 
of lime, and he concludes that lime injuries are not the 
result of combustion but of cauterization. He attributes 
the white opacity of the cornea to the formation of calcium 
albuminate, as did Andreae, but he thinks that as a thera- 
peutic measure oil is superior to water, and advises that 
the eyes be immediately syringed with a large quantity 
of that remedy. As many of the little particles as possi- 
ble should first be removed from the eye with oiled or 
dry cotton, gauze or linen held with forceps, after which 
almond or any bland oil should be used as just prescribed. 
On the other hand, H. G. Stutzer* endorses the suggestion 
made by Andreae to irrigate the eyes profusely with pure 
water. He prefers an irrigator, or for that matter (in 
carrying out first aid ideas) any vessel from which water 
can be poured in a thin stream from the height of one- 
half meter into the eye, held open by a fellow laborer. 
This can be carried into effect at once because water, and 
a vessel to carry it in, are always at hand, while there is 
necessary delay in searching for oil or glycerin. He does 
not think that the mechanical removal of lime particles 
with oiled cloths should be entrusted to laymen. 

J. Brixa* attributes the changes in the eye from light- 
ning stroke (iritis, lenticular opacities, etc.) and the 
symptoms (para-central scotoma, peri-comeal injection. 
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photophobia^ swelling of the lids^ etc.) to the concussion 
and to the action of the heat, both of which materially 
disturb the ocidovascular system. The efiEect of heat is 
seen in the edema of the lids, singeing of the eyelashes 
and in the transient clouding of the cornea. 

Fracture of the orbit with much ecchymosis of the 
lower lid and the orbital tissues was followed (in a case 
reported by G. E. Bellows*) by monocular diplopia of the 
left eye. Two days later these symptoms disappeared; 
vision which was reduced to two-fifths gradually improv- 
ing to normal and the patient finally made a complete 
recovery. C. S. Hawkes* describes a case of fracture of 
the skull in which there was no paralysis of the face or 
limbs and no direct affection of the eyeball, which was 
followed by a rotary nystagmus without lateral movement. 
This movement occurred twenty to twenty-eight times a 
minute, and was incieased on attempts at convergence 
and continued during sleep. The nystagmic movements 
gradually became less, disappearing entirely at the end 
of a week. The writer thinks that it may have been 
produced by injury to the auditory nerve or labyrinth. 

Bert Ellis* reports an instance of injury in which a 
'piece of gunlock remained embedded in the frontal sinus 
for six and a half years, and had set up a chronic sero- 
purulent discharge from a fistula situated slightly below 
the nasal margin of the left eyebrow. The patient had 
a h3rperphoria of 20° after its removal. The muscles 
affected gradually improved, and he eventually obtained 
binocular vision. The gunlock measured 29x17x11 mm., 
and weighed 190 grs. 

A case of traumatic luxation of the lens with secondary 
glaucoma, extraction without loss of vitreous and recovery 
with normal vision is reported by C. A. Veasey.* The 
patient had been struck upon the left eye with the fist 
five hours before admission. The pupil was almost verti- 
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cally oval^ about 9 mm. in its longest diameter^ and pre- 
senting through it into the anterior chamber^ in an almost 
vertical direction, was the edge of the lens. The latter 
had evidently made a quarter turn upon its vertical axis 
and pointing straight forward divided the anterior cham- 
ber into halves. 

S. Mitchell^ reports recovery vnth good vision and 
smooth healing of a lao'ge wound in the sclera. There 
were loss of vitreous and probable injury to the ciliary 
body. A portion of a wire nail had penetrated the globe, 
making a wound in the ciliary region from which pro- 
truded a large bead of vitreous with a portion of the ciliary 

body. The parts were cleaned 
and sterilized but no sutures 
were used. (Pig. 3.) 

A curious ^*V^^-shaped rup- 
ture of the sphincter of the 
iris, witji a similarly shaped 
rupture of the choroid on the 

nasal side, from a blow on the 

Pig. 8. Large wound of sclera. 1®** ^ye with the metal end of 

a golf club is reported by G. 
E. de Schweinitz.2 There were eventually restoration and 
preservation of normal vision. See frontispiece. 

Sympathetic Ophthalmia. A report is given by 0. 
Schirmer* of 160 cases of perforating wounds of the eye- 
ball, of which sixty-nine were aseptic, sixty being saved 
with vision. Ninety-one were infected wounds, forty-five 
purulent, an inflammation of a chronic fibrinous char- 
acter having been set up in the remaining forty-six. 
Schirmer believes that unless the eye is entirely lost 
attempts should be made to save it, provided it is not com- 
pletely torn to pieces or is not the subject of panophthal- 
mitis. Sympathetic ophthalmia did not occur in a single 
case. Enucleation was found necessary in twenty in- 
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stances. The good results he attributes to the use of 
mercury in the form of inunction — 6 to 9 gnns. a day — 
and rest in bed. In addition to this treatment^ which the 
author considers essential^ subconjunctival injections^ 
sweatings atropin and bandages were employed. 

Large and increasing doses (60 to 75 grains daily) of 
sodic salicylate are recommended by Heuse^ in the treat- 
ment of migratory ophthalmia. He has given this remedy 
for five weeks at a time and always with amelioration of 
the symptoms; in several cases with cure of the disease, 
even after the infection had reached the uninjured eye. 
It must not be forgotten, in tibis connection, that Harold 
GifiEord had already advised the same line of treatment. 
Guibert^ reports three cases of sympathetic disease in 
which the injured eye had not affected the fellow eye for 
many years, but finally some debilitating disease set up 
migratory ophthalmia. The original injury had occurred, 
respectively, fourteen, thirty and fifty years before. The 
author supports the theory of Panas, that before sympa- 
thetic ophthalmia can be brought about a general auto- 
intoxication must be present. A case recently reported 
by Eogman* lends probability to the Panas theory. He 
had a case of sympathetic ophthalmia which, after three 
months* duration, resulted in sudden deafeiess of the 
patient. The autiior attributes the loss of hearing to an 
inflammatory process beginning within the orbit and ex- 
tending along the auditory nerves to the labyrinth. 

a) Centralb. f. Prkt. Augen.. April, 190t 
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TUMOBS. 



The Roentgen ray as a means of diagnosis in intraocu- 
lar tumors is recommended by Hirschberg^ when the media 
are too cloudy for the ophthalmoscope. In the case of a 
tumor readily seen with the ophthalmoscope he found 
that a skiagram also readily demonstrated the presence 
of the growth. The tumor, a small-celled pigmented 
safcoma of the choroid, was found in the exact position 
shown by the ophthalmoscope as well as by the radio- 
graph. The diagnostic value of scleral puncture in sar- 
coma of the choroid is discussed by P. Schulz.* The plan 
recommended by Hirschberg and others was followed in 
the case of a man who had detachment of the retina with 
normal tension. When the suspicion of tumor arose a 
test puncture was made. The needle of a hypodermic 
sjrringe was introduced so as to strike the growth and a 
brownish-red fluid was aspirated. The syringe contents 
showed no characteristic tumor-cells, although an oper- 
ation proved the presence of sarcoma. The author thinks 
that the test is not only useless in many cases, but that 
we run the risk of drawing out with the needle some of 
the tissue-cells into the conjunctiva and increasing the 
danger of a local recurrence. Hirschberg no longer 
recommends this method. 

That the pigment in melanotic sarcoma of the uveal 
tract arises from the retinal pigment is the conclusion of 
Legrange.^ He believes that the blood itself plays the 
major part in the pigmentation of melanotic tumors in 
general and of ocular sarcomata in particular. This 
cannot be definitely determined, however, until histo- 
chemistry has made known the process of pigmentation 
by furnishing a laboratory method capable of demonstrat- 
ing the hematic origin of melanosis. The greatest num- 
ber of pigment cells are found in the presclerotic region 
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corresponding to the lamina fusca. Melanotic sarcoma 
of the choroid, with recurrence five months after enucle- 
ation, has been studied by G. E. de Schweinitz and But- 
ton Steele.^ In the particular case cited the growth 
appeared two or three years before glaucomatous symp- 
toms set in. Instead of presenting the usual knob-like 
mass, it was flat and cake-like, characteristic lesions at the 
sclero-iridian angle fully explaining the glaucoma. There 
were nonpigmented sarcoma cells throughout the connec- 
tive tissue framework of the optic nerve and the intra- 
vaginal space. 

Alveolar sarcoma of the choroid, according to W. C. 
Posey and E. A. Shumway,^ is well illustrated in a case 
investigated by them. Glaucomatous symptoms set in early 
because of the large area of choroid affected and because 
of the early involvement of the supra-choroidal space and 
the blocking of the lymphatic channels. There were 
marked inflammatory alteration and hyaline degeneration 
of the iris and ciliary body. Unlike most of these cases 
the patient was of advanced age — 70 years. The retina 
was completely detached and degenerated throughout, the 
ciliary body was flattened and atrophic, the iris was 
pushed against the cornea and partially adherent to it, 
while the lens was pressed against the cornea and com- 
pletely obliterated the anterior chamber. The growth 
extended along the inner surface of the sclera 22 mm., 
80 its shape was like a low, flattened pancake, embracing 
the posterior outer quadrant of the globe. See plates IV 
and V. 

Carcinomatous degeneration of a conjunctival papill- 
oma, with infiltration of the eyelids, is reported by Eisley 
and Shumway.3 This rare tumor presented itself as a 
large granular mass covering the outer half of the left 
eyeball, stretching well into the folds at the outer canthus 
and spreading over the outer half of the cornea. It was 
very friable (tearing when grasped with the forceps) and 
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bled freely. The growth had been removed several months 
before, but had quickly returned. The eyeball and those 
portions of the lid involved in the neoplasm were entirely 
removed and the resulting wound healed nicely. 

Best^ discusses the histology of papilloma, Pinguecula 
and epithelioma of the conjunctiva. He belijeves that 
Pinguecula never assumes a malignant type, although 
a marked infiltration of the subconjimctival tissue is seen 
as well as a proliferation of the epithelium, such as one 
sees in ulcers of the skin. Epithelioma approaches nearer 
to malignancy. The writer finds it diflScult to separate 
papillomata from that form of cancer in which papillo- 
matous formation is strongly marked, and many cases of 
tumor described as papillomata of the conjunctiva un- 
doubtedly recur. When papilloma is multiple and its 
favorite seat is at the caruncle and limbus comeae, and 
if the papillae show no tendency to extend into the depths 
of the tumor, it is likely to be benign in character. 

After a series of investigations of retinal glioma by 
means of the Golgi-Cajal method, Selenkowsky^ agrees 
with the conclusions of GreefiE and Haertel. Glioma con- 
sists mainly of spider-cells identical with those of the 
neuroglia, the retina and optic nerve. It also contains 
ganglion cells of different sizes. These tumors may de- 
velop from the nerve fiber layer, the ganglionic and inner 
granular layer or from the outer granular layer. In dis- 
cussing the beliefs held by two contending groups of 
pathologists (that headed by Virchow and that which 
agrees with Wintersteiner), G. E. de Schweinitz and E. A. 
ShumwayS believe that the subject is as yet not exhausted, 
but that the results of later work point to the probability 
of the epithelial character of glioma. Greeff and Haertel 
wish glioma to be called, on account of the numerous 
ganglion cells in it, neuro-glioma, ganglioma or (Klebs) 
neuroglioma. Wintersteiner, attaching special weight to 
the epithelial rosettes, first described by Flexner, proposes 

(1) Klin. Monat. f. Augenhellk., Sept., 1900. 

(2) Physician. No. 6. 1900. 
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Fig. 1. Alveolar Sarcoma of Choroid. 
Posey and Shumway's Article. 



Fig. 2. Alveolar Sarcoma of Choroid. 
Posey and Shumway's Article. 

PLATE IV. 
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the name of neuroepithelioma retincB. The rosettes con- 
sist of closed or partially closed rings of from ten to 
twelve narrow, web-shaped cylindrical cells, the lumen of 
the rosette being lined by basement membrane. He be- 
lieves these cells and their processes to represent the rudi- 
mentary rod and cone cells. He found the rosettes in 
only one-third of the cases examined by him, but he does 
not think it necessary to demonstrate their presence in 
every growth because the misplaced cells do not always 
reach that height of development necessary to produce 
fully formed rosettes. He admits the presence of glia 
cells in glioma, but claims that they do not decide the 
nature of the growth, because such cells are always pres- 
ent normally. 

A glioma — ^removed from a child four years old in 
January, 1896, which had not recurred to date — is re- 
ported by M. W. Zimmerman and B. K. Chase,^ and de- 
serves special mention. A microscopic examination was 
made of the enucleated growth, and it was found to 
extend from the ciliary body anteriorly to the optic en- 
trance posteriorly, although there were no signs of pro- 
trusion through the sclera ; the remaining vitreous cavity 
was filled with degenerated and compressed vitreous 
material. The optic nerve had been severed at a point 6 
mm. behind the globe and was found to be infiltrated 
with cells as far back as the lamina cribrosa. 



OPEEATIONS ON THE EYE. 

The open treatment of operation wounds of the globe 
is advocated by B. Heimann.* He acknowledges the 
advantages of the bandage — ^the immobilization of the 
eyeball and its protection from outside influences, mechan- 
ical or bacterial, but points out that the bandage may exer- 
cise unequal pressure on the eyeball and that it may easily 
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become displaced. This causes stagnation of secretion 
within the sac, elevation of the temperature of the globe 
and promotion of bacterial growth. Normal movement 
of the eyelid is also prevented and pressure brought to 
bear upon the sclera causes wounds to gape. The bandage 
is sometimes responsible for marked psychic disturb- 
ances; accordingly he advocates modified open treat- 
ment by means of the shield or hollow bandage that 
allows the eye to remain open and does not interfere 
with movements of the lid. In this way protection of 
the eye from mechanical injuries, removal of pus, mucus 
and its bacterial contents from the conjunctival sac by 
lid movement is permitted, and there is less irritation, 
less congestion of the vessels and a free discharge of the 
conjunctival secretions. Coaptation of the wound edges 
is possible and less traumatic astigmatism results. Such 
a covering is less irritating to the patient and is less likely 
to give rise to psychic disturbances ; inspection of the eye 
is also easier. [The editor has made use of this method 
of post-operative treatments for many years, and heartily 
advises it to the exclusion of the ordinary bandage.] 

Systematic cleansing of the nasal cavities before oper- 
ations involving opening of the eyeball is advocated by 
J. A. Lippincott.^ He believes that the impossibility of 
sterilizing the conjunctival sac, as first demonstrated by 
Gayet, is accounted for by the free communication, through 
the tear passages, between the eye and the prolific breeding 
grounds of the nasal cavities. A few days before oper- 
ating in every case a spray of potassium permanganate 
1 :2000 is thoroughly applied to the nostrils ; this is re- 
peated immediately before the operation and for three or 
four days succeeding it when there is any evidence of nasal 
disease. The writer believes that when this precaution is 
taken woimds heal with less than the usual degree of 
redness and that convalescence has been with him more 
speedy than in previous operations done without it. 

An operation which might be called hlepharO'Sphincter- 

(1) Jour. Am. Med. Absoc.» Oct, 1900. 
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ectomy for the cure of trachoma, parenchymatous kera- 
titis and similar affections, is described by M. E. Mulder.^ 
It consists in the removal of some of the subcutaneous 
fibers which pass over on the tarsus to the upper lid. This 
is done to lessen the pressure of the eyelid upon the 
cornea in all cases where disease of the latter is kept up or 
aggravated through contraction or spasm of the orbicularis. 
It is also designed to relieve ptosis and so free the cornea 
from constant contact with the diseased conjunctiva. The 
author believes that pannus is often prevented, that re- 
lapses are comparatively infrequent and that entropion is 
less likely to occur after this operation. The incision 
is made under cocain the entire length of the lid, 2 mm. 
above its border. By means of a second incision a small 
oval flap of skin, 3 mm. broad, is removed and with it 
all the underlying muscular tissue; the wound is then 
closed with three sutures, a bandage is applied for several 
days, after which the threads are removed. 

A very valuable contribution to pterygium operations is 
made by J. 0. McEeynolds.^ The various steps are de- 
scribed as follows: 

"1. Grasp completely the neck of the pterygium with 
strong but narrow fixation forceps. 2. Pass a Graefe 
knife through the constriction and as close to the globe 
as possible, and then with the cutting edge turned toward 
the cornea shave off every particle of the growth smoothly 
from the cornea. 3. With the fijxation forceps still hold 
the pterygium, and with slender, straight scissors divide 
the conjunctiva and conjunctival tissue along the lower 
margin of the pterygium, commencing at its neck and ex- 
tending toward the canthus, a distance of one-fourth to 
one-half of an inch. 4. Still hold the pterygium with 
the forceps and separate the body of the growth from the 
sclera with any small non-cutting instrument. 5. N"ow 
separate well from the sclera the conjunctiva lying below 
the oblique incision made with the scissors. 6. Take 
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black silk thready armed at each end with small curved 
needles and carry both of these needles through the apex 
of the pterygium from without inward and separated 
from each other by a sufficient amount of the growth to 
secure a firm hold. 7. Then carry these needles down- 
ward beneath the loosened conjunctiva lying below the 
oblique incision made by the scissors. The needles, after 
passing in- parallel directions beneath the loosened lower 
segment of the conjunctiva until they reach the region 
of the lower fornix, should then emerge from beneath 
the conjunctiva at a distance of about one-eighth to one- 
fourth of an inch from each other. 8. Now with the 
forceps lift up the loosened lower segment of conjunc- 




Flg. 4. 



Fig. 5. 



tiva and gently exert traction upon the free ends of 
threads, which have emerged from below, and the ptery- 
gium will glide beneath the loosened lower segment of the 
conjunctiva, and the threads may then be tightened and 
tied and the surplus portions of thread cut off. It is very 
important that no incision should be made along the upper 
border of the pterygium, because it would gape and leave 
a denuded surface when downward traction is made upon 
the pterygium. The advantages claimed for this method 
are that after the operation no disfiguring vessels remain 
in the palpebral fissure since the pterygium is hidden 
behind the lower lid; no denuded area of sclera remains; 
and the danger of recurrence is avoided." See figs. 4 
and 5. 
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The wedge operation for entropion and trichiasis in 
which a modification of the Snellen method is carried 
out, is recommended by H. Herbert.^ A strip of skin 
2 mm. or more broad should be cut away in all bad cases 
and the depth of the tarsal wedge should be su£5cient to 
completely divide the tarsus. No harm results if the con- 
junctiva is penetrated. The breadth of the wedge at its 
base largely depends upon the degree of entropion. The 
sutures should be entered as in Greenes operation, the 
curved needle being introduced a little behind the lashes 
wherever they are situated and passed obliquely through 
the lower margin of the skin wound. The writer believes 
the effect of this operation to be permanent where the 
trachomatous process has come to an end. 

A complete history of the various operations and surgical 
measures adopted from the earliest times to the present, in 
the treatment of entropion and trichiasis, is presented by 
M. L. Foster.* He believes that the most popular of these 
numerous procedures depend for their success on one or 
more of four principles, the shortening of the lid skin, its 
anchorage to the cartilage, the partial detachment of the 
ciliary margin and the reformation of the edges of the lid. 

A report of a number of operations by the Fuch's 
method of iris transfixion is given by H. Aschheim.* It 
was done in eighteen cases in which there was iris bomhee 
with exclusion of the pupil. An incision is made through 
the cornea, J mm. from its outer margin, with a wide 
Graef e knife, the handle so held that the blade is parallel 
with the surface of the iris. The puncture is then made 
through the prominent iris and the counter-puncture near 
the nasal margin of the cornea. The knife is pushed in 
until the entire width of the blade enters the counter- 
puncture section, when it is withdrawn. The purposes 
of this operation are to restore commimication between 
the anterior and posterior chambers, the return of the iris 
to its normal position and the reduction of tension. It 

a) Lancet. Not.. 1900. 
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is of no consequence whether one or more perforations 
are made provided any one of them remains permanently 
open. Success almost always follows unless iritis is set up. 
The writer believes that transfixion is in most cases pref- 
erable to iridectomy. 

Writers are at variance as to the amount of myopia cor- 
rected by removal of the lens. E. Jackson's average esti- 
mate is 18 D.; Hirschberg's, 21 D.; Otto's, 20 D., and 
PercivaFs, 26 D. Jackson^ believes that we can never 
predict with success the refractive effect of an operation 
until we know exactly what is the cause of myopia — ^what 
portion is due to axial defect, what to the lens and what 
to the cornea. 

Good results were obtained by J. Silfvast* in 80 per 
cent of simple and 70 per cent of combined extractions. 
He believes that simple extraction is contraindicated in 
glaucoma, contracted or unyielding pupil, luxation of the 
lens, whenever the iris can be replaced, but does not be- 
come round (thus showing an inclination to prolapse), 
when a general anesthetic is used, and in cough. 

A study of the diagnosis and treatment of steel and 
iron foreign bodies within the eye-ball has been made by 
Coppez and Gunzburg.® In all a review of forty-one cases 
is given, eight having the body lodged in the anterior and 
thirty-three in the posterior portions of the globe. In 14 
per cent the eye-ball was saved, but without vision, while 
enucleation was done in 57 per cent. Siderosis was found 
to follow the retention of a magnetic foreign body in the 
eye for more than a year's time. It is stated that without 
Gerard's magnetometer a positive opinion could not in 
many cases have been given, even with the use of all the 
other well known means of diagnosis. Successful extrac- 
tion of iron from the interior of the eye by the Haab 
giant magnet is reported by N". J. Weill.* A careful ex- 
amination with the ophthalmoscope did not reveal any- 



(1) Jour. Am. Med. Assoc, March, 1901. 

(2) Helsingfors Klinik, April, 1900. 

(3) Arch. d'Ophthal., Sept., 1900. 

(4) Ophtbal. Rec, Feb., 1901. 



Digitized by 



Google 



OPERATIONS ON THE BYEX 106 

thing abnormal and no foreign body or its semblance was 
discoverable in the clear vitreous humor and this, al- 
though a small wound of the free edge of the upper eye- 
lid, with a similar lesion in the sclerocomeal region, was 
discovered after the accident. The pupil was horizontally 
oval. The wounded sclerotic was gradually brought to 
within 1 mm. of the cleansed magnet and a i current was 
turned on. The patient felt nothing; then a one-half 
strength was used without result until finally the full 
strength current was applied for one minute when the 
splinter moved through the original wound in the sclera, 
pierced the conjunctiva and adhered to the magnet. It 
was roughly oval in form, scarcely f of a mm. long, i mm. 
wide and weighed 0.6 mgr. The patient recovered with 
normal vision and seven months afterwards the eye was 
perfectly quiet and the scleral scar could not be located. 

A description of advancement of the ocular muscles 
without tenotomy of the opponents is given by H. W. 
Wooton.^ He employs a method somewhat different from 
that prescribed by Landolt and agrees with him that 
tenotomy of the opposite muscles should never be done 
except in very unusual cases, the desire being to strengthen 
weak muscles rather than to weaken and thus partially 
destroy the function of the stronger muscles. 

A new and easy operation for congenital ptosis is ad- 
vanced by F. Fergus.* It is said to produce less deformity 
than the operation of Panas. A horizontal linear incision 
is made in the eyebrow along its whole extent, this situa- 
tion being selected because the hairs of the eyebrow after- 
ward completely hide the scar. N"o other skin incision is 
required. With a few strokes of a scalpel the skin is 
completely separated from the underlying tendon and 
fascia of the occipito-frontalis muscle. The separation is 
carried to a distance of nearly two inches above the hori- 
zontal wound. In the opposite direction the skin, fascia 
and portions of the muscular structure are separated from 
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the orbicularis muscle and from the tarsus^ the division 
being carried almost to the free margin of the eyelid. 
The next step is to mark out a vertical band of the tendon 
and fascia of the occipito-f rontalis, about three-quarters 
of an inch broad and two inches long. This is dissected 
up from all underlying structures, and when the dissection 
is complete its only attachment is to the occipito-frontalis 
at the part farthest away from the skin incision. The end 
of the band is drawn down to the upper eyelid, and its 
margin secured by catgut sutures as near the margin of 
the lid as possible. The wound in the skin is closed and 
covered with a sterilized dressing. The wound heals rap- 
idly and well. 

When the globe is soft and yielding, Snellen, Sr.,^ in- 
jects a sterile solution, with a little cocain, into the vitre- 
ous for purposes of enucleation, thus making the eye-ball 
firmer and lessening the pain when a general anesthetic 
is not given. 

The grafting of a rabbit's eye into the human capsule 
of Tenon has been successfully accomplished in several 
instances by Lagrange.* There was rapid shrinking of 
the stump until the engrafted organ had reached about 
one-half its original size, after which no change occurred. 
The resulting stumps were well formed and freely mov- 
able. There was one failure due to the use of an eye from 
an old rabbit. For success it is necessary that the capsule 
should be thoroughly cleansed and that all hemorrhages 
should be arrested before the graft is introduced. At the 
time of enucleation of the human eye before cutting the 
muscles, sutures should be inserted for the purpose of 
drawing them together to close the wound. The conjunc- 
tiva should be carefully closed with interrupted sutures 
that should not be removed before the tenth day. The 
grafted eye should be from a young rabbity of medium 
or small size. 
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OCULAE SYMPTOMS IS GENBEAL DISEASES. 

The experience of A. E. Baker^ in six cases of albumin^ 
uric retinitis as the result of gravidity, scarlatina and 
Brighf s disease as well as in several anomalous forms of 
this affection leads him to believe that the prognosis is 
much more encouraging in the first two forms of the dis- 
ease. He thinks that when the pregnancy is at once ter- 
minated, patients are much more likely to escape with 
eyesight and life than when action is postponed. 

Several curious cases of hysteric alopecia of the eye- 
lids are reported by H. Gifford.* One patient had been 
pulling out her eyelashes for a long time. The writer 
thinks that the trouble is perhaps more in the nature of 
a habit, like biting the nails, than a pure hysteric phe- 
nomenon, but it is closely allied to the latter. A case of 
left Tiomonymous hemianopsia, probably hysteric, is re- 
ported by M. W. Zimmerman.* The defects in the visual 
field eventually disappeared, but reversal of the color fields 
was present after recovery. There was entire absence of 
any symptom of organic disease except ovarian irritation. 
All the eye symptoms disappeared with improvement in 
health. 

It is well known that in hysteric amblyopia the sup- 
posedly blind eye actually sees, but the patient does not 
realize it owing to psychic conditions. Barraquer* be- 
lieves that hypnotism is not of much use in this disease, 
but that suggestion, carried on for some time, produces a 
better effect. If, for example, the patient expresses a 
strong belief in certain forms of treatment it is well to 
either employ or simulate them. 

Purulent metastasis following a gastroenterostomy for 
stone is reported by Propenko.*^ The patient became blind 
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and noticed that an abscess was forming on the right 
side of his forehead. Ophthabnoscopic examination 
showed detachment of the retina with hemorrhages and 
a week later this was followed by an iridocyclitis, abscess 
of the left forearm and one in the left thigh. Three weeks 
subsequently the sclera perforated and pus escaped in 
which staphylococci aurei were found. The eye was ex- 
cised and showed in addition to the detached retina an 
infection in the choroid. 

Two cases plainly showing the slaty tint and pigment 
heapings in the fundus, described by Antonelli under the 
title Rudimentary Ophthalmoscopic Stigmata in Heredi- 
tary Syphilis are reported by Crucbaudeau.^ These evi- 
dences of hereditary disease should be considered in all 
cases as they mostly persist through life and are to be 
classed with the Hirschberg corneal vessels and other evi- 
dences of congenital syphilis. 

A case of thrombosis of the cavernous sinus following 
pneumonia and producing marked exophthalmos of the 
left eye, with dilated pupils and labored movements of the 
lids is reported by S. MacDonald.^ Death occurred shortly 
after admission to the hospital. 

An instance of monocular neuritis optica which dis- 
appeared with the removal of adenoid vegetations, is re- 
ported by Konigshof er.3 The patient was a young woman 
who complained of foggy vision in the right eye ; the oph- 
thalmoscope revealed swelling of the disc, and engorge- 
ment of the veins. Inunction and other internal medica- 
tion produced little effect until the vegetations were 
removed. In a month^s time the eye symptoms had en- 
tirely disappeared. 

The ocular manifestations of diabetes mellitus are dis- 
cussed by L. A. W. Alleman.** He agrees with Hirsch- 
berg that there is a distinctive retinitis presenting a 
degenerative and hemorrhagic type that distinguishes it 
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from other forms of retinal disease. Small punctate 
bleedings are always suggestive of diabetes and they are 
often associated with recurrent conjunctival hemorrhages. 
Another important ocular sign is a central scotoma, 
identical, almost, with the clinical picture of tobacco am- 
blyopia. According to Landolt the refraction may be 
diminished in diabetes from changes in the refraction of 
the vitreous. The writer considers myopia quite common. 
It may accompany changes in the lens or is present even 
when there are no other evidences of cataract. Paralysis 
of the extrinsic ocular muscles is seen in mild as well as 
in severe cases of diabetes and is to be ascribed to nuclear 
or peripheral hemorrhages. Bye symptoms are, on the 
whole, of greater diagnostic than prognostic value. Nearly 
all of them may be seen early or late in the disease and 
they indicate rather existing nutritive conditions than 
the extent of the damage done to other organs. 

Several cases of visual disturbance during or following 
attacks of mumps have been reported by Dor.^ The symp- 
toms were mainly foggy vision of a temporary character 
but in some optic atrophy. In one, optic neuritis was 
followed by atrophy in both eyes. The author believes 
that the optic affections are due to a toxemia. 

Dufour, Courmont and Eoulette^ report cases of corneal 
complications in variola treated with subconjunctival in- 
jections, 1 :1000, of mercuric chlorid. Having seen three 
cases of blindness, they began in a second epidemic to use 
1 :500 solution of methylene blue. Of 691 cases of small- 
pox so treated, of which forty-five were complicated with 
infections of the conjunctiva and cornea, they did not 
lose a single eye. 

A severe case of dendritic ulceration of the cornea from 
malarial poisoning is reported by Leprinoe.* A cure fol- 
lowed prolonged treatment of an appropriate local and 
general character. 

Whether in scrofulous or tuberculous individuals infec- 
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tion of the intact conjunctiva occurs is the question raised 
by W. UhthofiE.^ Eighty per cent of his cases of **scro- 
f ulcus" ocular aflEections reacted to tuberculin and were 
probably tuberculous. Tubercular choroiditis, according 
to Galezowski* is a commoner affection than is generally 
supposed; while tubercular perineuritis may be provoked 
by cerebral tubercle, or by tubercular meningitis. He does 
not believe that pure tubercular conjunctivitis is at all 
common, while iris tubercles and infections of the lacrimal 
gland are not infrequent. The surgeon should always, in 
both cases, search other portions of the body to make his 
diagnosis certain. 

That optic neuritis may be a sequel to simple cJilorosis 
is weU known and B. Muntendam^ reports twenty in- 
stances of such a complication. Most of them recovered 
under treatment, but several became blind or almost so 
from progressive atrophy. The retinal changes in chronic 
leukemia are claimed by L. Pick* to be of two kinds, 
retinal patches and hemorrhages. The most frequent al- 
terations are areas of retinal sclerosis found in the region 
of the papilla and close to the vessels. They are of vari- 
ous shapes, colors and sizes and often resemble the changes 
seen in albuminuric retinitis. Hemorrhages are less fre- 
quent and are usually found at the macula or disc and 
rarely in the periphery. They seem to have no direct con- 
nection with the blood vessels. The retinal changes are 
almost always present in malignant tumors of the stomach 
and other organs and their presence may be attributed to 
the action of toxins. Strange to say, they interfere very 
little with vision and may continue until the end without 
setting up subjective symptoms. 

Amaurosis and amblyopia as the result of acute uremic 
optic neuritis and renal Uthiasis have been studied by V. 
Zanotti.5 The ocular symptoms of acute lithemia are 
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visual disturbances that in a few hours increase and end 
in blindness.. This was the case in one of the writer's 
patients who had an attack of nephritic colic. The eyes 
were affected simultaneously^ there was an irregular re- 
duction of the visual fields with central scotomata and 
intense photophobia. 

Santos-Fernandez^ believes that the enormous increase of 
amblyopia from retrobulbar neuritis during the Cuban 
war of independence was due to auto-intoxication of in- 
testinal origin through lack of nutrition. The disease ex- 
isted in its worse forms among the reconcentrados and 
those who suffered most from lack of food and attention 
to the simplest rules of hygiene. When these obtained 
snfBcient nourishment a complete or partial cure followed. 



THERAPEUTICS. 

Chloretoiie. McI. Morton^ has found chloretone to be a 
very useful agent in ophthalmic practice, particularly when 
combined with cocain as an anesthetic, the combination 
extending the period of anesthesia to four or five hours. 
When mixed with suprarenal capsule powder (10 grs. to 
the ounce) it preserves the solution for several days. Its 
anesthetic properties make it of extreme value in external 
diseases of the eye; it is useful in acute infections of the 
conjunctiva, of the lacrimal sac and nasal duct. 

Euphthalmin. Edward Jackson,^ in speaking of that 
most useful of the late additions to our pharmacopeia, re- 
gards euphthalmin as a true mydriatic more valuable 
than homatropin. It has but a slight influence on 
the accommodation and it is the best agent we possess 
for producing a dilation of the pupil that does not 
alter under a strong light. Combined with cocain, it pro- 
duces a satisfactory mydriasis for the examination of the 
eye, with the least annoyance to the patient and the most 
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rapid recovery. I. Woskressensky speaks enthusiastically 
of 6 per cent solutions of euphthalmin as a mydriatic in 
spite of the fact that H. Knapp noticed an acute attack 
of inflammatory glaucoma follow its use in a chronic case. 
He does not believe intraocular tension is increased by it. 

Validol. This is a menthol-compound, oleaginous, with 
an ether-like smell and a rather pleasant taste when taken 
on a lump of sugar. Neustatter^ has administered it in 
scotoma scintillans in 20-drop doses. He finds that in the 
majority of cases it relieves ocular headache and it appears 
to be a harmless product. 

Tuberculin. In cases of tuberculosis of the iris and 
choroid, P. Schieck* finds injections of increasing doses of 
tuberculin of value, and thinks that with it even brilliant 
results may be obtained. 

Pilocarpin. G. H. Bumham^ believes that the internal 
use of potassium iodid with hypodermic injections of pilo- 
carpin forms our best treatment for certain internal dis- 
eases of the eye, particularly in choroiditis with exuda- 
tions, chronic iritis, muscular pareses and vitreous diseases. 
He advises the subcutaneous exhibition of from 1-12 to \ 
gm. every day, in groups of from six to twenty-one days; 
if nausea or headache results, it should be stopped for a 
few days. The patient should remain in bed for two or 
three hours and the treatment should be continued as long 
as there is any improvement — even to three or four years. 
[The Editor endorses all the statements made by Dr. Bum- 
ham, and further draws attention to the fact that the effects 
of pilocarpin injections may be greatly increased by the 
use of sweat-baths, taken at the time of the injection, with 
the ingestion of from one to two pints of very hot and 
weak lemonade, or hot water alone. As a general statement 
pilocarpin may be used in conjunction with the baths 
whenever iodid of potassium is indicated.] 

Suprarenal Oland. Zimmermann^ was among the first 
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to draw attention to the local effects of suprarenal capsule 
upon the eye and believes that it has a marked therapeutic 
action in some cases^ especially in intractable cases of 
glaucoma^ where it greatly assists the action of miotics. 
Darierfinds that three parts of pilocarpin and two of salicy- 
late of eserin to ten parts of an equal amount of solution 
of dried suprarenal extract in water give him the best 
results. Wolffberg^ again recommends the use of a supra- 
renal derivative under the name atrdbilin [adrenalin], 
with formalin for its preservation. One to two minutes 
after its first application there is marked blanching of 
the entire conjunctiva. This is more marked in the case 
of normal eyes and in those affected with trachomatous 
pannus. It does not affect the pupil and is of great value 
in assisting the action of cocain, atropin, pilocarpin and 
eserin. It produces a marked cosmetic effect in re- 
moving all reddened areas from the eye, but its curative 
value is doubtful. The writer mentions the fact that Zim- 
mermann has used it with advantage in lid operations. 
Takamine^ has isolated one of the active principles of the 
suprarenal gland to which the name of Adrenalin has been 
given. Wtirdemann and others have done a considerable 
number of operations upon the eye-ball which were ren- 
dered bloodless by this agent. In the same way it is a use- 
ful adjunct in the preparation of the eye for operation 
under cocain and in from 1 to 1,000 to 1 to 5,000 solution 
appears to represent all the desirable qualities of the supra- 
renal extract without most of its objectionable elements. 
Probably Zimmermann's Atrabilin is similar in composi- 
tion. 

SormioL According to the editor of the Annals of Oph- 
thalmology, Dormiol would seem to be a safe and reliable 
hypnotic for use after cataract extraction. Given in cap- 
sules, it is agreeable to the taste and no bad effects are 
noted on the heart or kidneys. It is an oily, colorless fluid, 
has a camphor odor and a cooling taste. 
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Sublimate. E. Guttman^ recommends the instillation of 
a 3 per cent solution of sublimate in mucopurulent con- 
junctivitis and believes that the effect of this agent upon 
the secretion is remarkable. Its purulent character soon 
disappears^ while acute forms of trachoma with follicular 
conjunctivitis (which sometimes take the guise in trachoma 
infections of the Koch-Weeks bacillus) are greatly helped. 
The solution is dropped once daily on the upper and lower 
lid^ care being taken to avoid the cornea. The beneficial 
action is probably attributable to its disinfectant as well as 
to its astringent and caustic properties. 

Dionin. Darier^ discovered by accident that dionin 
possesses remarkable analgesic properties and recom- 
mends its use in allaying the violent pain of iritis^ 
ulcer^ iridocyclitis^ keratitis and glaucoma. He places 
a small amount of the powder (about the size of a grain 
of wheat) in the cul-de-sac; this is usually followed by 
bleaching and^ later^ by an intense chemosis and swelling 
of the conjunctiva; the latter symptoms usually pass off 
in about an hour and the patient is comfortable. In many 
cases the effects of the remedy last two days. L. Vermes^ 
has used dionin in 101 cases, particularly in external dis- 
eases of the eye^ and has found the best results in corneal 
affections. He reports a case of pannus in which the cornea 
completely cleared up. In iritis it is also of extreme value^ 
acting as a sort of counter-irritant and absorbent. He 
also recommends it in acute diseases of tiie ciliary body 
and in many chronic affections of the conjunctiva. [The 
Editor has employed dionin in various forms of iritis with 
the greatest satisfaction. It relieves the pain and probably 
cuts short the inflammatory process.] 

Acoin. G. Hirsch^ has repeated Randolph's experiments 
as reported in the Ophthalmic Record of August, 1899, and 
finds that acoin has no effect on either the pupil, accom- 
modation or external blood vessels. It does not produce 
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toxic symptoms when used in the form of subconjunctival 
injections. It acts as a local anesthetic in 1 per cent solu- 
tions, although one must wait for four or five minutes 
before getting the full effect. The anesthesia is more pro- 
nounced and lasts longer than cocain. A few drops of a 
1 per cent solution added to subconjunctival injections 
greatly relieve the pain. 

Tequerity. J. Masselon^ reminds us that jequerity should 
be used ouly in those cases where granulations are unac- 
companied by marked secretion; that it should never be 
given where there is suppuration. It is especially indi- 
cated in old trachoma with pannus and sclerosis of the 
cornea; it should be thoroughly pulverized and applied 
to the conjunctiva with a camelhair brush, the lids being 
everted so that the cornea is protected. The powder is 
allowed to remain in contact with the lids two to five 
minutes, and is then brushed off. If the reaction is 
not marked, the application should be repeated next day. 
The subsequent inflammation should be treated by cold 
applications and mild aseptic washes. In the hands of 
Lapersonne^ a 1 per cent aqueous solution of dbrin pro- 
duces the best results. After cocainizing the conjunctiva 
the internal surface of the upper lid is thoroughly rubbed 
with a cotton wad soaked in the solution. This is repeated 
on the second and (perhaps) following days. On examin- 
ing some cases months after a cure had thus been wrought 
by the drug the conjunctiva showed scars from the reme- 
dial inflammation. He reechoes the claims of many writers 
that as a remedy for pannus in trachoma it is unequaled. 

Albarg^. This silver compound Bomemann^ considers 
tmdoubtedly superior to all other argentic salts in the 
treatment of infectious diseases of the eye. It is nonirri- 
tant and soon kills the various pathogenic cocci. It is a 
white powder soluble in water, does not decompose on ex- 
posure to light, and its solution gives a neutral reaction. 
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It is used in 2 per cent solutions wherever silver nitrate or 
protargol is indicated. 

Hargol. Another very recent silver candidate for oph- 
thalmic honors is a nuclein compound called Nargol. It 
is recommended by several observers as a germicide of 
equal value with protargol. It is nonirritating and may on 
further acquaintance be found useful for such cases as 
would be treated by the other silver salts. 

Largin. S. Stephenson^ has employed largin in the 
treatment of superficial eye disorders, especially the differ- 
ent forms of ophthalmia. For the most part the remedy, 
in 3 to 10 per cent solutions, is painted over the exposed 
conjunctival surface once or twice a day. Its application, 
even in the concentrated form, is painless, but may stain 
the conjunctiva. It acts well in blepharo-conjunctivitis 
and in some cases of dacryocystitis; it is an invaluable 
substitute for silver nitrate against the Koch-Weeks 
bacillus. It is inferior to other remedies in gonorrheal 
ophthalmia and in diplo-bacillary conjunctivitis. E. 
Welander* notes that largin in 2 per cent solutions gives 
excellent results in blenorrhea of the eye. It should be 
applied with a brush six times a day to the everted con- 
junctiva, or gelatin discs may be placed under the upper 
lid — ^the latter taking about fifteen minutes to dissolve. 

Protargol. Engelmann^ recommends a 20 per cent solu- 
tion of protargol in the treatment of ophthalmia neona- 
torum and believes it to be a better agent in every sense of 
the word than nitrate of silver. Kramer observed, in one 
hundred cases where the Crede method was used, inflamma- 
tory reaction ninety-six times, more than once attended by 
profuse secretion which persisted for several days. In 80 
per cent of the cases there was increased secretion ; in 50 
per cent it disappeared after a day and in 4 per cent lasted 
until the fourth day. There was no reaction after pro- 
targol. S. Stephenson^ is another surgeon who believes in 
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the superior qualities of protargol and uses a 10 per cent 
ointment; made with equal parts of vaselin and lanolin^ in 
most eases of blepharitis. He prefers it to all other reme- 
dies in gonorrheal ophthalmia and in severe cases treats 
the conjunctiva twice a day with a 50 per cent solution. 
In acute mucopundent conjunctiyitis he uses a 10 per 
cent solution painted on the conjunctiva. He does not 
recommend it in trachoma, but injected into the sac 
through the canaliculi he found it of great value in dacry- 
ocystitis. After numerous experiments with protargol ( 1 to 
10 per cent) silver nitrate, (1 to 12 per cent) and solutions 
of oxycynate of mercury (1:1000 and 1:5000 solutions) 
Hauenschild^ concludes that infected wounds are soonest 
rendered antiseptic by the last remedy and he considers it 
superior for that purpose to either protargol or silver ni- 
trate. A. Alt* believes that protargol has not been suffi- 
ciently appreciated by ophthalmologists and thinks that it 
possesses many advantages over silver nitrate. In the 
milder forms of catarrhal conjunctivitis a 2 or 3 per cent 
solution acts well and more quickly than silver nitrate. In 
stronger (10 to 50 per cent) solutions it is of great advan- 
tage in the conjunctivitis of the newborn. It does not 
cause argyrosis. 

Argentamin. Arguments for the use of this silver salt 
are put forward by P.Daxenberger.* He commends it in all 
cases of conjunctivitis, brushing a 5 to 10 per cent solution 
over the everted lids. In addition to this a 3 per cent solu- 
tion is to be instilled. The writer prefers it in ophthalmia 
neonatorum ; also in 3 per cent solution as a prophylactic. 
He considers its value to be due to the fact that its bacteri- 
cidal action is upon the sub-conjunctival tissues; that it 
is not superficial in action like most other silver salts. 
J. Imre^ also uses 1 to 5 per cent solutions of argentamin 
in trachoma and other infections of the conjunctiva. He 
finds that it is well tolerated when these are complicated by 

0) Manch. med. Woch., Jan., 1900. 

(2) Am. Jour. Ophtbal., Feb., 190O. 

(3) Woch. f. Ther. des' Auges, 1901. 1. 

(4) Ungar. B«itr. zur Attgenheilk., 1900. 
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corneal ulcers and iritis. He recommends it for acute in- 
fections, especially the follicular forms, but also finds 
good results from it in chronic trachoma. Once more 
Haitz^ recommends subconjunctival injection of corrosive 
sublimate or oxycyanate of mercury and has found them 
extremely useful in central choroiditis, vitreous opacities 
and other intraocular affections but, he adds, unless the 
specific effects of these drugs is required, a ^ per cent solu- 
tion of common salt acts equally well. 

ftninin. L. Gonzalez^ believes that 1 per cent solutions 
of neutral hydrochlorate of quinin are of great value in 
any suppurative infection of the cornea. The remedy pro- 
duces a burning sensation which rapidly passes off; there 
is also some lacrimation. The day after the use of quinin 
the infiltrated zone of the ulcer is less distinct, the abscess 
is smaller and the cornea gradually clears — all due to the 
antiseptic action of the remedy. 

Sperminum. Subconjunctival injections of sperminum 
are recommended by Jacovleff^ in chorio-retinitis dissemi- 
nata, neuro-retinitis and in a number of other diseases of 
the fundus. The Boehl preparation (1 ccm) is employed 
daily imtil improvement occurs. 

Potassium lodid. A. B. Baker^ places much confidence 
in the use of large and rapidly increasing doses of potas- 
sium iodidy where this drug is indicated, and believes that 
most patients can eventually take from 100 to 300 grains 
daily, if the dose be gradually increased beginning with, 
say, 45 grains the first day. He believes that it should 
always be given after eating, with a large quantity of wa- 
ter, and that frequent hot baths should be administered 
during the use of the remedy. Not infrequently large 
doses will be tolerated when small ones are badly taken. 
The use of large doses should not be limited to specific 
cases, but are indicated in most examples of optic neuritis, 
ocular paralysis, choroiditis, serous iritis, relapsing iritis. 



Klin. Monat. f. Augenheilk., Feb.» IdOl. 
Ann. de OftaImol.» July, 1899. 
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cyclitis, and in interstitial keratitis. They are contraindi- 
eated in gray atrophy of the optic nerve and in most cases 
of postneuritic atrophy. Albuminuria is also a contraindi- 
cation and the iodid should be cautiously given to children, 
who do not take it kindly. It is of doubtful value in early 
specific iritis as well as in the removal of postoperative 
exudates. 

Ifirvanin. C. A. Elsberg^ has used nirvanin by the 
Schleich infiltration method and has favorably compared 
its anesthetic properties with cocain and eucain B in the 
strength of 1 to 1000. He finds it only one-tenth as 
poisonous as cocain and one-third as poisonous as eucain. 
It has distinct antiseptic properties and can be boiled with- 
out diminishing its anesthetic properties. Julius Wolff* 
does not agree with this writer, but finds nirvanin anes- 
thesia to be very limited and unsatisfactory and that the 
solution causes considerable irritation, in the strength of 
1 per cent to 4 per cent. 

Aspirin. This is a white, crystalline powder, slightly 
soluble in water. Wicherkiewicz* has given it in capsules, 
a gramme night and morning and with bicarbonate of soda, 
and has employed it with success in chronic conjunctivitis 
due to long standing gonorrheal infections, in iritis, irido- 
cyclitis, scleritis and episcleritis, rheumatic choroiditis 
with vitreous exudations and glaucomatous manifesta- 
tions. 

M. P. Coomes* has found methyl Hue of great service 
in purulent conjunctivitis and applies it two or three times 
a day. He uses it also as a means of diagnosis in corneal 
ulcer and believes that it acts as an effective germicide. 
It stains only the denuded portions of the cornea. 

Hassage. Massage of the eye has been found very use- 
ful by A. Elschnig.^ He recommends it in chronic tra- 
choma with thickened tarsus, marked pannus or progres- 
sive ulcerations of the cornea that resist other methods of 

a) N. Y. Med. Jour., Jan.. mXi, 

(2) Annals of Ophthal., April, 1900. 

(3) Woch. Therapie d. Auges, Nov., 1900. 

(4) Am. Jour. Ophthal., June, 1901. 

(6) Wiener klin. Rundschau, March, 1901. 
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treatment. It is also of yalue in the recunent keratitis of 
trachoma. He employs a probe armed with cotton and 
dipped into a solution of oxycyanid of mercnry (1 :4000), 
which is introduced beneath the eyelid, the latter being 
mediately pressed against the forefinger of the other hand 
held against the outer surface of the lid. A 2 per cent 
solution of cocain is used for the first two or three sittings, 
after which no anesthesia is needed. An ice-bag must be 
used immediately after the massage. At first this is car- 
ried out every day, then every two or three days, the dura- 
tion of each sitting for each eye being five minutes. In 
conjunction with other methods of treatment massage is 
useful in most external diseases of the eye (except dcute 
trachoma), particularly in all forms of chronic conjunc- 
tivitis, when these are associated with hypersecretion or 
with retention of secretion in the Meibomian glands, in 
phlyctenular conjunctivitis, spring catarrh, small chala- 
zion, and in certain chronic diseases of the iris and even 
of the choroid. 

In an article^ on this subject the Editor has stated that 
he prefers simple massage with the tip of the finger to any 
form of the instrumental variety, such as direct rubbing 
with pieces of cotton wool, tetanization, the use of sounds 
or other devices. The sitting should rarely exceed three 
or four minutes and the best application for the purpose of 
pure massage is a drop or two of cod liver oil or pure cas- 
tor oil. He prefers for disinfectant or stimulating medi- 
cation mercurials of various strengths combined with oleag- 
inous excipients, such as the citrine ointment diluted with 
brown cod liver oil. At the end of, or during the massage, 
combinations of the remedy with the ocular secretions, 
especially mucus, should be coaxed out of the sac by means 
of small pieces of damp cotton and the stroking movement 
resumed until nothing further comes away. He finds the 
most satisfactory employment of massage in chronic dis- 
eases of the lid-borders and substance, in almost all the 
sub-acute and chronic forms of conjunctivitis, in most 

(1) Jour. Am. Med. A38'n., Nov., 1900. 
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forms of ulcer of and deposits in the cornea, for the tem- 
porary relief of glaucoma and in some forms of retinal 
embolism. He believes it is useless or harmful in the early 
stages of acute conjunctivitis and keratitis, in most forms 
of true trachoma, spring catarrh, disease of the iris, ciliary 
body, lens, choroid, vitreous, or optic nerve. Maklakof 
uses the Edison Spring modified for purposes of massage, 
the treatment lasting from five to ten minutes, the ball of 
the apparatus touching the eye directly. Various observers 
furnish contradictory reports of the good and bad results 
obtained from its use; most of these are favorable, espe- 
cially where the treatment is employed in suitable cases; 
for example Corcashvili reports four cases of episcleritis in 
which the results were very good. 

KiscellaiLeous. Wolffberg^ advises continuous hot air 
applications by means of a tube extending over a compart- 
ment of sheet iron, the latter heated by four Bunsen burn- 
ers. The end of the tube is furnished with a funnel- 
shaped cup through which a current of air is propelled by 
an electric fan, so that there is a uniform discharge of 
warm air from the tube. The temperature may be regu- 
lated by the use of from one to four of the burners. In 
iritis, some forms of keratitis and supraorbital neuralgia, 
these applications of the hot air douche were found to be 
very valuable and acceptable by the patient. The duration 
of the application varies from fifteen minutes to one hour. 

Plaut^ warns us that the excessive use of the ice-hag or 
bladder filled with ice, may be injurious instead of benefi- 
cial, and quotes a case where gangrene of the lid occurred 
as a result of injudicious applications of this kind. In all 
instances* a cloth compress or greased gauze should be 
placed next the skin and the ice application should be 
removed every hour or so for at least 15 or 20 minutes at 
a time. 

As the result of experiments with various bacteria, A. 
Dalen^ believes that irrigation with salt solution is in every 



a) Woch. Hygiene d. Auges., Oct, 1900. 
(2) Klin. Monat. t Augenheilk., Jan., 1900. 
(8) Nord. Med. Arkiy.» 1899. 
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way preferable to the use of 1 :5000 of sublimate. The use 
of powerful antiseptics is contraindicated on account of 
their injurious effects upon the eye. He prefers a dry bin- 
ocular bandage and finds there is an increase of bacteria 
when damp ones are used. Powdered iodoform does not 
produce any effect on bacterial growth. In other words, 
the mechanical cleansing of the eye is preferable to at- 
tempts at sterilization with antiseptics. 

For protecting the skin about the eyes, for the treatment 
of fissures at the angles of the lids, in scaly and moist 
eczema of the latter, as a vehicle for powders and salves, 
Wolffberg^ recommends the following formula : 

Tragacanth 5,0 

Glycerin 2,0 

Water to make up 100,0 

Ohlemann^ claims that haths and mineral waters have a 
distinct application in the treatment of eye diseases, par- 
ticularly in iritis, acute inflammations of the sclera, cho- 
roid, retina, and optic nerve, in paralysis of muscles, in 
toxic amblyopia and all gouty, rheumatic, scrofulo-tuber- 
culous, and syphilitic affections. 

Scrini^ writes in defense of the use of oily solutions and 
mixtures in ophthalmic practice. He much prefers the 
oily to the aqueous solution of eserin and believes that the 
absence of irritation, their slow but certain absorption and 
their soothing effects render oily coUyria valuable agents 
in ophthalmic diseases. 

Goldzieher* believes that the Haab method of disinfect- 
ing the anterior chamber by introducing into it small 
iodoform rods is a good one. He advises their use when 
the anterior chamber has been infected by pathogenic ba- 
cilli — as in hypopyon ulcer for example. They will also 
be found valuable in some cases of infection where, other- 
wise, enucleation would be indicated. 

(1) Woch. f. Ther. des Auget, Feb., 1900. 

(2) Woch. f. Ther. Auges. Nov. 21. 1900. 

(3) Arch. d'Ophtol., Feb.. 1900. 

(4) Centralb. prakt Augenbell., March, 1901. 
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NEW INSTEUMENTS AND APPLIANCES. 

Ophthalmoscopes. C. H. May has described a simple^ 
cheap and very eflEective ophthalmoscope for the use of stu- 
dents^ in the January, 1900, number of the Annals of Oph- 
thalmology. It contains all the necessary lenses, with 
tilting mirror. A pocket ophthalmoscope combining all the 
lenses required for the ordinary examination of the fundus 
has been contrived by Brown Pnsey.^ It consists of a frame 
with two arms which swing on a hinge-joint. The arms 
carry two mirrors, concaye and plane (for skiascopy), 
which are so placed that when the instrument is closed 
they are protected from injury. When the instrument is 
entirely open or closed a spring-bolt fastens it securely. 
Its extreme cheapness should make it popular with stu- 
dents. See Figs. 6 and 7. 

H. Wolff2 has so perfected the electric ophthalmoscope 
which he first described some years ago, that there is no 
corneal reflex to be seen during an ophthalmoscopic exam- 
ination, while the fundus may be very readily seen through 
the partially dilated or contracted pupil. The author also 
claims that a much more distinct, brilliant and effective 
illumination of the background is possible, and a more sat- 
isfactory observation of minute changes in the fundus 
can be made with this instrument. [Combined with it 
for the purpose of testing pupillary reactions is a tube 
with a convex lens of 25 mm. focal distance and a dia- 
phragm of 8 mm. aperture. The end of the tube is placed 
5 mm. from the eye, and a pencil of light is emitted, wide 
enough to readily observe the pupillary movements and so 
narrow that its rays impinge only on particular areas of 
the retina or iris. For the eliciting of the hemiopic 
pupillary reaction it should be a very useful instrument. 
—Ed.] 

The stereoscopic treatment of appropriate cases of stra- 
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Usmus is referred to by C. Worth.^ The writer has in- 
vented an instrument which he calls the amblyoscope, by 
which he aims to produce simultaneous vision in both eyes. 
He claims that it is adapted for use in strabismus of all 
degrees and that the suppression of vision in the deviating 
eye is readily overcome by the unequal illumination of the 
object slides, instead of by the continuous exclusion, diffi- 



lig. I. Piuej Ophtbalmoicope. Closed. 



Fig. 7. Foiey upnuuumoBcope. open. 

cult to carry out, of the other eye. The variety of the 
pictures amuses the child so that he will give all the helfl 
he can. [A recent modification of the stereoscope pictures 
of KroU is recommended by Wtirdemann. These can be 
obtained from Chambers, Inskeep & Co., Chicago, and will 
be found of great value. They may be used with any com- 

a) Lancet, May, 190L 
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mon stereoscope. — ^Ed.] G. C. Savage^ claims several ad- 
vantages over other forms of the phorometer for his monoc- 
ular instrument. The objection to the binocular instru- 
ments of Stevens and Wilson is that the images of both 
eyes are disturbed^ whereas in his own instrument one 
eye preserves the primary position. The kind and quantity 
of the error are more easily measured. 

Snellen^ in 1898 had prepared at Mueller Bros, a hol- 
low artificial eye; there can be no doubt that they are less 
irritating than the old shell, not to mention an improved 
cosmetic eflEect. They are made of thin but very strong 
glass, and do not weigh, on the average, more than 3 
grm. They are not much more expensive than the shell- 
shaped models. J. L. Borsch^ claims that several years 
prior to the invention by Snellen of the "Reform-Auge," 
his father, the well-known optician of Philadelphia, had 
Mueller construct several models of practically the same 
form as the Snellen eye. These were presented by Schwenk 
to'the Ophthalmic Section of the College of Physicians and 
Surgeons of Philadelphia, and are referred to in their 
Transactions for February, 1897. See figs. 8 to 13 and 
plate III. It is but just, therefore, that an American 
should be awarded the credit of this valuable invention. 

C. A. Veasey^ describes a new and eCective portable 
sterilizer for eye instruments, which may be neatly packed 
in a heavy cardboard box and takes up very little space in 
the instrument bag. 

Wolffbergs again speaks of the so-called hollow landage, 
which has the advantage of being very light, of not inter- 
fering with the movements of the eye, and of being kept 
in place by adhesion to the skin without irritation of the 
latter. Parchment paper is dipped in glycerin, molded 
closely to the border of the temples, forehead, nose-bridge 
and cheeks, glycerin jelly being used as an adhesive. The 
formula of this mixture is given under the head of Thera- 



a) Ophthal. Rec. Sept., 1901. 

(2) Klin. Monatsbl. t. Augenli' 

(3) Ophthal. Rec, May, 1901. 
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peutics in this volume. L. Sarason^ is responsible for a 
novel spectacle frame which does not permit myopes to 
use their distant glasses for near work. The upper edge 
of the glass is fastened to the upper rim like a pendulum, 
which swings forward when the head is inclined. 




Fig. 8. 



Fig. 9. 



Fig. 10. 



Fig. U. Fig. 12. 




Fig. 13. 



A. Duane^ has designed a clinometer intended for meas- 
uring the torsional deviations of the eye, and the extent 
of paracentral scotomata ; it may also be used for the de- 
tection of simulated blindness. It consists of two Mad- 
dox rods, which are mounted so as to revolve freely in 
a square metal frame sliding freely along the horizon- 
tal bar of a Stevens' phorometer. One plate is de- 
signed for the right eye, the other, of ruby glass, for 
the left. The plate is provided with a graduated arc 
and the revolving piece containing the Maddox rod has 
two indexes so arranged that when the index marked '^" 
ip at zero and the phorometer bar is leveled, the line of 
light is strictly vertical ; when the index ^^^* is at zero, 
the line of light is horizontal. When using the instru- 
ment for the first purpose mentioned, the patient is seated 
so as to face a small brilliant light at the end of a dark 
room. The patient looks with his right eye through the 
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right Maddox rod, which is then rotated until he says the 
line of light appears vertical. If the index '^" stands at 
zero, we know that his vertical meridian is truly vertical. 
If it points, however, to 8 degrees on that portion of the 
arc above the zero mark, we know that his vertical meridian 
has rotated by that amount to the left. Similarly, if the 
index points to 5 degrees below the zero mark, we know 
that the vertical meridian is rotated 5 degrees to the left. 
The test is then repeated with the left eye alone and after 
with both eyes together. In the latter case the two rods, 
one before the right eye, the other before the left are 
turned until the two lines of light, one white, the other 
red, appear vertical and either coincident or at least par- 
allel. The same series of tests is then made for a hori- 
zontal line, the Maddox rod being turned until the patient 
says the line of light is horizontal and the amount of 
deviation from true horizontality is ascertained by an 
index. 

. This clinometer may be used for determining the amount 
of heterophoria, one eye being left uncovered; also as a 
test for binocular metamorphopsia and for the distortion 
produced by cylinders; as a test for scotomata and for 
retinal metamorphopsia and for the detection of pretended 
uniocular blindness. The instrument is placed with one 
rod before each eye, when the patient will see two lines, 
one red, the other white, either intersecting at an angle or 
else parallel and then blended into one. He cannot tell 
which eye he sees the red line with, nor in fact whether 
he does not see both lines with the right eye alone. To 
still further add to the value of this test the rods may be 
interchanged, by swinging the phorometer bar around, or 
both lines may be made to appear red by sliding a ruby 
glass before the white rod or either line may be cut off by 
shoving a card before the rod. The patient who alleges 
blindness is detected if he can be got to admit that he sees 
two lines or simply that he sees the red line formed by the 
red rod before the assumed blind eye. 
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Meisling^ examines the visual field with a perimeter like 
that of Masselon. Care is taken to have the color tests of 
nearly the same color as the background so that they can be 
seen only in certain positions, thus preventing the patient 
from knowing just where he first saw the objects, which 
vary in size from 3 mm. in diameter up. The visual angle 
is further modified by the distance between the patient and 
the screen which for the smallest card is never greater 
than 1 mm. The record is marked to express not only the 
diameter of the object but the distance employed. Many 
contractions and scotomata commonly overlooked may be 
detected in this way. 

Qradenigo* describes a new tonometer, which he thinks 
is better than those previously employed, most of which 
have been entirely discarded. It consists of a balance and 
a support ; the first being a hollow cylinder of glass 44 mm. 
long, about the diameter of the human cornea; in the 
axis of this cylinder is a loosely fitting rod 2 mm. thick, 
perforated, and held in position by two wheels. One end 
has a ring-shaped piece to fit the cornea, while the other 
is connected with another rod which sustains the balance 
plate and rises a few cm. above the margin of the cylinder. 
Weights may be placed on this plate and a movable needle 
registers the result. The other part of the tonometer is 
formed of a strong metallic support. The instrument is 
sterilized, the eye cocainized and the patient placed in a 
supine position and the ring is placed exactly in front of 
the exposed eye-ball. The indicating needle, moved by the 
rod which presses on the eye, should be placed at the point 
in the graduating circle marked "0", then every deviation, 
determined by a fixed weight, will show the amount of re- 
sistance met with necessary to indent the surface of the eye. 
This instrument has the advantage of easy application, 
firm contact, and registers automatically the most delicate 
changes. 

The Pres ervation of Eye Specimens. W. J. Watson* 

a) Ann. d'OciiUBt. Sept.. 1901. 

(2) Annall dl OtUL. 39, 1900. 

(8) Bye, Bar it Throat Jour., April, 1901. 
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gives the following method of preserving specimens of 
eyes which is practically that used by Marshall at the 
Boyal Ophthalmic Hospital^ London^ and the same that 
has been adopted by most museum curators and pathol- 
ogists. It is almost identical with that described by Wilrde- 
mann in The Annals of Ophthalmology for October, 1897. 
"Immediately after enucleation the eye is placed in tap 
water for about one-half hour. During this time any 
shreds of tissue are cleared away so as to thoroughly ex- 
pose the sclera. It is then carefully wrapped up in oiled 
silk and placed in a freezing mixture of ice and common 
salt. The mixture should be placed in a cullender^ so as to 
aid the easy escape of the water formed by the melting 
ice. If it is desired to preserve the cornea clear, the eye 
should be cleaned as quickly as possible before freezing, 
as water in a very short time produces opacities in that 
region. The freezing process usually requires about two 
hours. The eye should be frozen solid, and should give a 
sharp click when dropped on a solid table. No time now 
should be lost in making the section. 

"Its plane having been previously determined, the bulb 
is divided by a thin sharp knife. The two pieces are 
placed in water to thaw out. As soon as the ice is melted, 
the desired half is put in a solution of water and glycerin, 
equal quantities of each, while the other half can be hard- 
ened in a 10 per cent formalin solution, so as to make 
microscopical slides. 

"After six hours, the section is carefully transferred to 
pure glycerin. It must now be watched, for in case the 
sclera shows a tendency to curl up, the eye must be placed 
in a weaker solution of glycerin. When it has retained its 
shape in glycerin for ten hours it is then ready for the 
permanent mounting in glycerin jelly. 

"Glycerin jelly is made as follows : An ounce of pure 
commercial gelatin should be soaked in eight ounces of 
water for fifteen minutes. Then place in an oven to melt, 
using a porcelain basin to prevent burning. After melting 
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add the whites and shells of two eggs, and twenty drops 
of carbolic acid^ to make it antiseptic. 

"This combination is now boiled for half an hour, care 
being taken to stir it continually. After removing it from 
the fire, eight ounces of glycerin are added. The solution 
is now ready for filtering. This is the most tedious part 
of the process, as it is necessary to maintain a tempera- 
ture of about 110** Fahrenheit, effected by means of the 
thermostat, or, if that is not available, a comer of the 
kitchen range wUl serve the purpose. Most of the debris 
can be removed by passing the solution through a coarse 
towel or a piece of flannel. It is then passed through filter 
paper (two thicknesses) at the temperature above de- 
scribed. The filtrate should be clear and transparent. 

''Glycerin jelly can be made up in large quantities, pro- 
vided enough carbolic acid is added to make it perfectly 
antiseptic. It is, of course, remelted each time that it is 
used. Instead of this doing any harm, it appears to remove 
some of the water by evaporation, which possibly makes the 
gelatin congeal more quickly. It should not be boiled, and 
should be placed in a warm place only long enough for it 
to melt Should any deposit appear, it will have to be 
refiltered, at the same time adding a few more drops of 
carbolic acid. 

"The section of the eye is now removed from the pure 
glycerin to one of the museum jars. Those with lenses are 
sometimes used, thus magnifying the object, but I think 
the plain are preferable and are also cheaper. The gly- 
cerin jelly is poured into the jar over the specimen. When 
the jar is full, the eye is turned over carefully to prevent 
the appearance of bubbles. Should the eye show a tend- 
ency to float, it must be kept down by light weights until 
the jelly has hardened. An hour later the little cover can 
be sealed on with Canada balsam. As soon as this is hard- 
ened, depending upon the quantity used, the eye is ready 
for museum purposes. The caution to keep the specimen 
ift a cool place is hardly necessary. The time usually re- 
quired by this method is about six days.^' 
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PHYSIOLOGY, 

The manner in which sound waves are transmitted from 
the drum membrane to the labyrinth is still the subject 
of many experiments and no little speculation. Different 
observers draw different conclusions from similar experi- 
ments. There are many apparently insurmountable obsta- 
cles in the way of reaching definite conclusions. It is im- 
possible to suspend the function of one part of the middle 
ear or labyrinth for experimental purposes without so 
interfering with the functions of the other parts as to ren- 
der the results of little value. In postmortem examination 
it is exceedingly difficult if not impossible to determine 
just how much of the impairment of hearing during life 
had been due to this or that pathologic condition. 

Some believe that the sound waves are transmitted from 
the dnmi membrane to the labyrinth via the ossicular chain 
and the oval window; and that the round window acts as a 
safety valve or pressure regulator for the labyrinthine 
fluid. Others believe that the sound waves reach the laby- 
rinth through the round window and that the function 
of the oval window and the ossicles with their muscles is 
to regulate the tension of the dnmi membrane and the 
labyrinthine fluid. Still others believe that sound waves 
reach the labyrinth through both of these routes; while 
a fourth class believes that in addition to these routes 
the outer bony wall of the labyrinth is equally responsible 
for the transmission of the soimd waves. The majority 
of otologists undoubtedly belong to the first class. After 
all, it must be admitted the subject is largely one of per- 
sonal opinion. 

13S 
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A. Frutiger* reviews the experiments and opinions of 
several other writers^ and states it as his opinion that under 
normal conditions the round window has little to do with 
the function of hearing, but tiiat it is a protective appara- 
tus for the ear, a yielding wall for vibrations of the laby- 
rinthine fluid. Under pathologic conditions, however, the 
round window may act vicariously in conducting sound to 
the labyrinth. [While the Editor is not yet ready to adopt 
any of these foregoing theories to the exclusion of others, 
regarding the normal transmission of sound waves to the 
labyrinth, it does seem practically certain that under dis- 
eased conditions no particular part of the middle ear is 
essential to a moderate degree of hearing. With entire 
absence of the drum membrane, malleus, and incus, the 
patient may have fair hearing, though usually not better 
than the whisper at three feet. When the stapes has been re- 
moved and the oval window is filled with tough cicatricial 
tissue the patient can still hear. In one such case the 
whisper could be heard a few inches from the ear. How- 
ever, this proves nothing regarding the limit of capacity 
for the remaining parts of the conducting apparatus, for it 
is impossible for any one to know just what influence the 
removal of the stapes may have had upon the labyrinth or 
just what effect the concurrent otitis media may have bad 
upon the function of the round window.] 



AUEICLE. 

Congenital Deformity. H. L. Wagner^ reports a case of 
congenital deformity of both auricles in a boy aged 6 years. 
The deformily consists of an apparent absence of the upper 
part of the helix. The missing part can be easily traced 
lying underneath the skin of the scalp immediately above 
the ear. Careful examination reveals an "incisura helicis" 
which is produced by a conjunction of the enlarged helix 
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and a second hidden cartilage running parallel to the upper 
visible helix. The antihelix is overdeveloped and runs 
without forming any crura into an abnormally deep groote. 
The relation of the antitragus is altered. The other parts 
of the ear show no deformity and the hearing is normal. 
The deformity is probably due to an arrest of development 
^ during the second and third fetal months, when the auricle 
begins to grow away from the head and to take definite 
shape. The boy^s mental development is below par. [In 
a ease which came under my observation the upper one- 
fourth of both auricles was embedded underneath the skin 
of the scalp. The cartilage of the auricle showed no marked 
deformity, and a plastic operation gave the boy fairly well- 
fonned ears.] 

B. T. Pooley^ reports an operation for prominence of 
the auricles. The patient was an actress, 28 years of age. 
The operation was undertaken for cosmetic purposes only. 
An incision was made through the skin, along the entire 
length of the furrow formed by the junction of the auricle 
and the side of the head posteriorly. This was joined at 
each end by a curved incision carried over the posterior 
surface of the auricle, and the skin and subcutaneous tissue 
included by these incisions were dissected off. Two inci- 
sions, nearly parallel to the former ones, were then carried 
directly through the cartilage, and an elliptical piece of 
the latter, measuring about one-eighth of an inch by one- 
third of an inch, removed. The piece of skin was con- 
siderably larger than this. The wound was then united 
by seven interrupted sutures of black silk, four of which 
were passed through the skin only, while the three others 
were passed through both skin and cartilage. Owing to 
the natural folds of the cartilage it was found impossible 
to secure perfect coaptation of the anterior portion of the 
auricle and a small space was here left to heal by granu- 
lation. This operation was done without a general anes- 
thetic, by using hypodermic injections of cocain and the 
frequent instillation of cocain over the wound during th^ 

(1) N. Y. Med. Jour.. July 15, IWl, 
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progress of the operation, and was attended with a good 
deal of pain to the patient Before beginning the opera- 
tion the hair was diaved from the neighborhood of the 
ear and the meatus stuffed with cotton to prevent the en- 
trance of blood. A strip of iodoform gauze, absorbent cot- 
ton and a firm bandage were then applied. Strict aseptic 
precautions were adhered to throughout the entire proced- 
ure. 

The healing was favorable, the wound behind the ear 
healing by first intention, that in front by granulation. 
The sutures were removed about the fifth day. A few 
days later the other ear was operated on by the same 
method, but a somewhat larger piece of cartilage was re- 
moved and the anterior wound was a little larger. In this 
case, also, the wounds healed favorably; the posterior one 
per primam, the other by granulation ; there was, however, 
on this side slight tenderness with some swelling of the 
cervical glands. Three weeks after the first operation the 
patient was discharged from the hospital. Both wounds 
had healed posteriorly, but a small button of granulation 
tissue remained on the anterior part of the right auricle. 
The patient was well pleased with the result. 

Syphilis. P. R. Packard^ reports three cases of syph- 
ilitic ulceration , of the auricle. All recovered under spe- 
cific treatment. Syphilitic affections of the auricle are not 
common, as Packard found only three in 2,500 consecutive 
cases. 

AUDITORY CANAL. 

Atresia. Three cases of congenital atresia of the audi- 
tory canal are recorded by Hunter Tod.* In each case 
there was malformation of the auricles. In one the auricle 
was iTidimentary, only a ridge being observable. In an- 
other the deformity was slight. In one an operation had 
been done, and as long as the canal remained open the 
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hearing was considerably improved, but it was found im- 
possible to maintain a permanent canal. Tod has collected 
detailed reports of fifty-seven cases. He finds that auricu- 
lar deformity almost invariably accompanies complete oc- 
clusion of the external meatus. The auricle may be entirely 
absent. It may be represented merely by a fold of the 
skin or a row of cartilaginous tags; or the auricle may 
be so nearly normal that careful examination is necessary 
to detect the deformity. The cause of the deformity is 
believed to be due to arrest of development in utero. Other 
malformations associated with atresia of the canal and 
deformities of the auricle are : absence of the mastoid proc- 
ess, sacro-coccygeal fistula, deformity of the mouth, fistula 
of the cheek, asymmetry of the palate, and obstruction of 
the choanse. 

Tod believes that an attempt to establish an external 
auditory meatus, or to improve the hearing by operation 
in cases of congenital atresia, is never justifiable. He 
gives the following reasons : 1. The operation has never 
met with permanent success (one case excepted). 2. In all 
the other cases the atresia was due to bony obstruction. 3. 
In five cases there was no trace of the external meatus, 
although dipping in of the skin at the situation of the 
external meatus suggested it. 4. In nine cases either a 
depression of the bone or fissure was present, suggesting a 
canal. 6. In several cases hearing was said to be better 
while the opening existed; but the opening invariably 
closed, and the final result was nil. An interesting fact is 
noted, viz., that no case has hitherto been reported where 
a patient with congenital atresia of the auditory canal has 
suffered from any inflammatory disease of the middle ear 
or mastoid process. This raises the question as to whether 
the ordinary road for infection is through the patent audi- 
tory canal, and not from the Eustachian tube, as is usually 
supposed, or whether it may be due to altered conditions 
of the mucous membrane and the tissues of the middle ear. 
The subject is summed up as follows : 1. The deformity 
is not hereditary, and the exact cause is not known. 2. 
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It occurs more often in females^ and is more often unilat- 
eral than bilateral. 3. One may get accompanying de* 
formities, chiefly due to maldevelopment of the parts in 
connection with the first and second branchial arches. 4. 
The labyrinth is rarely affected. The hearing varies, but 
is present in some extent, though slight. Hearing tests 
give practically the same results as in an uncomplicated 
middle-ear affection, but more marked. 5. Embryologic, 
pathologic, and clinical observation prove operations use- 
less. 6. Something more, perhaps, can be done by careful 
non-operative treatment and by early and assiduous in- 
struction in speaking and lip-reading. 

Foreign Bodies. The subject of removal of foreign 
bodies from the auditory canal has received considerable 
attention. It seems to be the prevailing opinion that, as a 
rule, more harm is done by unskilful attempts to remove 
foreign bodies than by their presence in the auditory canal. 
Under ordinary conditions a properly directed stream of 
water is the safest and best method of removal. The diag- 
nosis is usually easy, though P. Fridenburg^ mentions 
several conditions under which a foreign body may be over- 
looked : — 

1. If the drum has been perforated and the foreign 
body has passed into the tympanic cavity. Careful exam- 
ination with the mirror may then reveal a perforation, and 
often a bulging of the drum, or dislocation of the ossicles 
and distortion of the membrane by pressure of the foreign 
body, and the probe will impinge upon a more or less un- 
jdelding mass behind the drum — ^perhaps in the attic. 
Secretion or exudate may conceal the perforation, and un- 
less we have removed this deposit, the fact of perforation 
may escape our notice. Persistence of the symptoms or de- 
velopment of others pointing to acute otitis media may 
finally necessitate a free paracentesis of the drum, which 
exposes the foreign body and clears up the diagnosis. 

2. If the canal walls are occluded by swelling of the 
soft parts from an otitis externa, due to injury by a foreign 

(1) Med. Rec, Sept 21, 1901, 
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body^ or more often to rough and unskilful attempts at 
extraction. This may be overcome by the use of a bivalve 
speculum, if necessary under general anesthesia, or in the 
absence of urgent symptoms we may wait for the swelling 
to go down, assisting by the application of leeches to the 
tragus and to the back of the concha, the instillation of 
astringents, and the use of hot moist compresses. 

3. If the foreign body is incorporated with cerumen. 
The detection is then of minor importance therapeutically, 
as the removal of the plug — ^preferably by syringing — ^is in- 
dicated in any case. The probe may reveal the true nature 
of the mass. 

4. When the sinus of the auditory canal is very deep 
and the foreign body lies in it. The sinus is a hollow 
in the floor of the meatus, directly in front of the drum. 
Its outer wall is almost at right angles to the axis of the 
canal. If the foreign body does not appear when the pa- 
tient's head is sharply inclined to the unaffected side, or 
with the patient lying down, we may introduce a small 
middle-ear mirror, and so get direct inspection. We may 
reach a practical, result more simply and rapidly, how- 
ever, by thorough syringing, which will bring out a for- 
eign body if any is present. 

Among the many different foreign substances found in 
the auditory canals, C. Simson^ reports two live ticks 
(omithodorus megnini), one in each ear. One tick came 
from the canal unassisted, while the other was killed 
with chloroform and then removed by syringing. While it 
is not a new procedure, it is well to bear in mind the fact 
that chloroform will quickly destroy the life of all animate 
bodies which may find lodgment in the auditory canal. 

J. M. IngersoP reports three cases of animate bodies in 
the auditory canal. In the first case a bedbug and in the 
second a cockroach was removed from the ear. In the third 
case the ear was found filled with a squirming mass of 
maggots. The patient said that he had had a purulent 
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discharge from his left ear for years. Three days before 
he came to the clinic he had lain down on the grass and 
gone to sleep. The following day his ear pained him and 
bled a little. On the morning of the third day he dis- 
covered some maggots on his pillow and with his finger 
removed quite a number from the auditory canal and the 
auricle. With a syringe and warm water Ingersol washed 
out 169 maggots. The ear was dried and four more were 
removed with a pair of small forceps, making 173 maggots 
altogether. The ear seemed clean then, and was dusted 
with nosophen powder. Evidently while the man was sleep- 
ing on the ground a fly had been attracted by the odor 
of the pus and had deposited eggs in the auditory canal. 
Most of the maggots were placed in a vial containing 90 
per cent of alcohol, and at the end of three hours some of 
them were still alive and active. A few larvaa placed in a 
1 :1000 bichlorid solution were killed almost immediately, 
showing that if for any reason such larvae could not be 
removed from the ear, a bichlorid solution is much more 
eflScient than alcohol in destroying them. 

M. Breitung^ reports a case of persistent loud barking 
cough in a schoolboy, produced by an accumulation of 
cerumen around a foreign body in the auditory canal. 
After removal the cough disappeared immediately. 

That pus in the auditory canal does not always indicate 
disease of the middle ear is shown by two cases reported by 
F. R. Packard.* In each of these cases there was suppura- 
tion of the parotid gland with pus escaping into the audi- 
tory canal through the incisura Santorini. The drum 
membrane was intact and the middle ear apparently nor- 
mal. 

M. Lannois' reports a case of hysteria and hysteric deaf- 
ness due to a broken needle in the auditory canal. After 
the deafness, pain in the head and general hysteric attacks 
had continued for two years, the needle was removed, when 
all symptom s gradually disappeared. In patients with a 

a) Wlen kiln. Woch., June 18, 1901. 

(2) Jour. Am. Med. Assoc, Aug. 17, 1901. 

(3) Rev. hebdom d« Laryngol., June 1, 1901. 
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predigposition to hysteria an imaginary foreign body in 
the ear has been known to cause hysteric attacks. 

Otomyeosis. Fletcher Gardner^ reports a case of otomy- 
cosis of the auditory canal in which the growth was identi- 
fied as the aspergilliLS ftavecens. Gardner is unable to find 
any report of the aspergilliLS flavecens as an aural parasite 
in America, though it has been frequently met with in Eus- 
sia and Germany. 

Polypus. Abercrombie^ reports a case of polypus of the 
auditory canal arising from denuded bone in the floor of 
the canal. The dnmi membrane was intact. The trouble 
is supposed to have come from picking the ears with a 
pin. 

CemnMn. G. C. Savage* reports excellent results in the 
softening of inspissated cerumen by the use of hydrogen 
dioxid. The remedy is warmed and allowed to remain in 
the auditory canal five or ten minutes, and usually in this 
short time it will soften the hardest kind of wax so it can 
be readily removed with a stream of water. After instill- 
ing the dioxid of hydrogen for five or ten minutes, if the 
accumulation of wax is recent, a brownish, frothy liquid 
will be removed by the syringe, the wax being actually dis- 
solved. Sometimes the plug, being only loosened by the 
dioxid, will be easily washed out. 

E. li. Meierhof has experimented with alcohol, glycerin, 
hydrogen peroxid, and the various salts of sodium, but he 
finds sulphuric ether superior to all in the softening of 
inspissated cerumen. The undiluted ether is poured from 
a small bottle or suitable pipette into the external auditory 
canal. The ether acts in a few seconds, partly dissolving 
the cerumen and loosening its attachment to the canal, so 
that, with gentle syringing, the plug is removed. 
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DRUM MEMBRANE. 

Anesthesia. A. A. Gray^ gives a report of his experi- 
ments in anesthesia of the drum membrane by the use of 
5 to 10 per cent cocain dissolved in equal parts of absolute 
alcohol and anilin oil. In a later publication^ he makes 
additional reports of its use. Since its discovery by Gray 
the combination has been used in hundreds of cases by 
other otologists, who report that as a rule it produces com- 
plete anesthesia which lasts a sufficient time for any ordi- 
nary operation upon the membrane. 

Homer Dupuy* has used the remedy extensively and 
finds it uniformly successful, although he uses a greater 
percentage of cocain. Rapid and deep penetration of solu- 
tions containing 15 or 20 per cent cocain would seem to 
increase the danger of drug poisoning. The fifty cases 
recorded do not bear out this inference, for in only one 
instance were any untoward effects noticed, and these were 
not of a serious nature. It will be of practical interest to 
briefly indicate the physical processes upon which depend 
the penetrating powers of this solution. Dehydration of 
the outer layers of the drum membrane is essential in order 
to effect penetration. By the abstraction of water from 
the tissues they contract, leaving interstices through which 
the fluid passes to the deeper layers, finally reaching the 
nerve terminations in the innermost layers. Osmosis, also, 
plays an important part in this process of rapid penetra- 
tion. 

Alcohol and anilin oil are both dehydrating agents, with 
this difference: that while the latter dehydrates, and is 
absorbed more slowly, its effects last longer. The high 
volatility of the alcohol and the slow absorption of the 
oil concur in producing rapid yet lasting anesthesia. As 
a preliminary step the instillation of hydrogen dioxid 
in the meatus is very effective in softening and dislodging 

(1) Brit. Med. Jour., April 21, 1900. 

(2) Lancet, March, 1901. 
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ihe loose epithelial tissue on an inflamed drumhead. The 
removal of these desquamated cells from the outer sur- 
face of the drum, and the washing away of other detritus 
in the canal by means of the usual syringing with a warm 
antiseptic solution, are very important procedures, for the 
reason that the parts will then offer less resistance to the 
penetration of fluids. The next, and all-essential, point is 
to fill the external meatus with the solution. This is highly 
important, otherwise osmotic equilibrium is soon estab- 
lished and penetration ceases. With the patient's head in 
the usual position of inclination to the opposite side about 
ten or fifteen minutes must elapse when anesthesia is gen- 
erally complete. 

As most of the anilin oil on the market is dark in color, 
it will be necessary to dry the canal with a cotton-tipped 
probe, or pledgets of cotton, so as to have a clear field. It 
is a good practice, before incising, to make sure that anes- 
thesia is complete by touching the drum at the selected 
point with the tip of the knife. Dupuy thinks that the 
solution containing 20 parts cocain gives the most satisfac- 
tory and imiform results. 

Later, Dupuy* reports a case in which severe toxic results 
followed the use of aniUn oil in the ear. A patient with 
persistent pain in the ear was given a solution containing 
15 gr. of cocain to the ounce of anilin oil, and directed to 
instill 15 drops every hour. After four applications the 
patient suddenly became unconscious and extremely cya- 
notic. The lips and nails were a bluish-black color, the 
face an ashy hue and the skin was cold and clammy. The 
entire surface of the body was covered with a profuse per- 
spiration. The pupils were apparently normal, pulse 136 
and compressible, respiration 36 and sighing in character, 
axillary temperature 97.3® P. These conditions continued 
for several hours when gradual improvement began. The 
next day her lips and finger-nails still presented a decid- 
edly dark-blue tinge, but the rest of the body had regained 
i ts normal c olor. Atropin, strychnin and amm<mia were 

0) Lapyngoscope. Oct, 1901. 
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kept np the whole night, yet the pulse was 136^ small and 
thready. The cyanosis of the lips, finger-nails and the 
rapid pulse persisted for almost twenty-four hours. Though 
extremely weak for several days, she made a final recovery. 
Gray,* St. Clair Thomson* and others have noticed 
slight toxic effects from the use of anilin oil in the ears. 



THE MIDDLE EAE. 

Aente Otitii Media. There are two separate and dis- 
tinct forms of acute otitis media — catarrhal and purulent. 
The first is due to the extension of simple nasopharyngitis 
through the Eustachian tube to the middle ear, and is char- 
acterized by the presence of pain, deafness, sometimes 
fever, a redness of the drum membrane, especially Schrap- 
nelFs membrane and the malleal plexus, and a pouring out 
of a serous fluid in the middle ear. This fluid is free from 
the presence of pyogenic microorganisms. The second is 
due to the presence of some of the pyogenic microorgan- 
isms, and usually occurs as a result of forcing septic mat- 
ter through the Eustachian tube. It is important to differ- 
entiate between the two varieties since the acute catarrhal 
form is amenable to abortive treatment at any time before 
the perforation occurs, while in the septic form the earlier 
a paracentesis is performed the better. 

Aente Catarrhal Otitis Media. The chief subjective 
symptom in acute catarrhal otitis is pain. This is due to 
pressure on the membrane and walls of the middle ear by 
the fluid within its cavity. The pain varies in intensity in 
different cases. It may be slight and subside in a short 
time or it may be as severe as in the purulent form and 
subside only upon escape of the fluid through the drum 
membrane. The first object in treatment is to relieve the 
pain. This can be accomplished only by the relief of the 
pressure. The pressure and consequent pain can best be 
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Telieved, according to the editor's experience, by glycerin 
to which from 5 to 12 per c^it of carbolic acid is added. 
The glycerin by its osmotic property causes the fluid to 
pass through the membrane. The carbolic acid by its anes- 
thetic and antiseptic properties helps to relieve the pain 
and disinfects the auditory canal. The remedy should be 
applied by saturating a pencil of cotton of suitable size and 
pushing it with a twisting motion down against the drum 
membrane. The pencil should be left in the canal from six 
to twenty-four hours, and be replaced by another until the 
redness of the membrane has disappeared. The pain sub- 
sides usually in from five to fifteen minutes after the first 
application. When a paracentesis is done or the membrane 
ruptures spontaneously great care is necessary to prevent 
secondary infection. When secondary infection does occur 
the case assumes much the same characteristics, and is sub- 
ject to the same complications as one which was originally 
purulent. 

Acute SnppuratiTe Otitii Media. While acute suppura- 
tion of the middle ear is an important disease in itself, it 
is of no less importance from the fact that practically all 
of the dangerous and distressing complications of puru- 
lent otitis media owe their origin to an acute infection of 
this cavity. 

Edwin W. Pyle* emphasizes the importance of a more 
accurate knowledge of the rudiments of otology by the 
general practitioner, and a better understanding on the 
part of both physician and laity, of the value of correct 
early treatment of acute otitis media. If these cases are 
seen at all by a physician, and unfortunately many of them 
are not, it is the general practitioner and not the specialist 
whose aid is sought. The delicacy of environment makes it 
imperative to treat aural inflammations intelligently, in 
the very beginning. Were it possible to do away with the 
immense amount of temporizing in otology, deafness would 
cease to be an opprobrium to the profession. It should be 
definitely understood that the otologist has no power to 

a) Med. SummAry, B#pt, IWL 
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restore a fimetion lost through neglect. When this be- 
comes general knowledge, when the mother no longer feels 
herself competent to treat acute earaches, when the medical 
attendant can recognize causes and make a discriminating 
diagnosis that will introduce the early antiphlogistic treat- 
ment best suited to combat complications, then will otology 
have an impetus greater than ever received from any one 
mind or period. 

In acute suppurative otitis media, W. C. Phillips^ esti- 
mates that in 99 per cent of the cases the infection reaches 
the middle ear through the Eustachian tube. This is, no 
doubt, a fair estimate if only those cases are included 
which are primarily infected; but the editor's observations 
lead to the belief that when all cases of acute suppuration 
of the middle ear are considered, a very large percentage 
will be found which were originally acute catarrhal and 
became purulent only after the entrance of infection 
through the recent perforation. 

All writers seem to be agreed upon the advisability of 
early and free evacuation when pus has accumulated in 
the middle ear. After paracentesis, Phillips recommends 
a thorough syringing of the ear with 1 to 5,000 bichlorid 
solution every two hours by the parent or attendant, and 
that the ear should be cleansed at least once each day by 
the physician. He finds the average duration of acute 
suppuration of the middle ear to be twenty-one days. 

H. Gradle recommends thorough sterilization of the 
canal previous to a paracentesis, and afterward taking up 
the discharge by capillary drainage. A narrow strip (i by 
4 inches) of a good absorbent gauze is pushed with a probe 
through the disinfected speculum into the meatus until it 
touches the drumhead. The concavity of the auricle is 
then packed with bits of gauze until a thick pad is formed. 
When the discharge is very copious, a large absorb- 
ing cushion is required. It may be retained by a strip of 
adhesive plaster. The external pad should be renewed 
when it gets moist, which the properly instructed patient 

(D Post Graduate, 1901. 
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can do himself. The strip in the meatus, however, should 
be changed only by the surgeon once in one or two days. 
As it is impossible to assure permanent sterility by asepsis 
alone, it is best to powder the gauze freely with a mixture 
of boric and salicylic acids (6 to 1). 

To show the value of early paracentesis, J. E. Brown* 
repori;8 a case of bilateral otitis with spontaneous perfora- 
tion of one membrane and paracentesis of the other. Fol- 
lowing paracentesis the discharge ceased and the perfora- 
tion closed in two weeks, while in the ear with spontaneous 
perforation the discharge continued twice as long. 

In doing a paracentesis for acute otitis media, Moure* 
uses equal parts of menthol, carbolic acid and cocain (Bo- 
nain's mixture), for anesthetizing the membrane, then 
makes a free incision in the anterior inferior quadrant. 

J. P. McCaw* finds two varieties of acute otitis media 
complicating influenza. One comes on during the attack 
and while it may be severe there is little tendency to de- 
struction of tissue and abortive treatment may be success- 
ful. The other variety is apt to occur during convalescence. 
The patient complains of an uncomfortable feeling in the 
ear, gradually changing to severe pain in from twelve to 
twenty-four hours. Examination usually reveals the mem- 
brana tympani moderately congested, no decided bulging, 
and, to all appearances, a mild case of otitis media. From 
this time on the character of the case changes; there is 
developed mastoid tenderness on deep pressure, or the 
slightest pressure over the tip, or it may be absent entirely. 
Bulging of the membrana flaccida becomes very pro- 
nounced, and the pain excruciating. There is in these 
cases an almost simultaneous invasion of the tympanum, 
antrum, and cells with the infectious and suppurative 
process, and their integrity is rapidly encroached upon. 
After incision of the membrana tympani, regardless of the 
thoroughness with which it is done there is a continued 
copious purulent discharge. The amount and rapidity of 
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pus formation is astounding. The incision fails to take 
on a reparative process, the lips remain open, pouting, and, 
in some, necrotic, the whole picture giving one the impres- 
sion of a very active suppurative process in tissue of low 
vitality. Very few of this type of cases escape an active 
and rapid involvement of the mastoid. 

In a recent epidemic of measles, S. Weiss^ was able to 
reduce the percentage of ear complications from 27.8 to 
6.6, by keeping the nose cleared of accumulations. The 
nostrils were swabbed back to the posterior pharyngeal wall 
with a 1 per cent ointment of yellow oxid of mercury. 
Another plan used was to fill the anterior naris with a 
pledget of cotton saturated with a 0.5 per cent solution of 
nitrate of silver. With the patient lying on his back the 
fluid was squeezed from the pledget by squeezing the sides 
of the nose together. The treatment was repeated as often 
as seemed necessary, usually four times a day. 

Subacute Catarrhal Otitis Media. A. H. Alderton' calls 
attention to a form of catarrhal otitis in which a thick, 
tenacious mucous exudate forms in the ear. During the 
course of influenza or other form of cold the patient begins 
to have a full or stuffed-up feeling in one or both ears. 
Hearing is soon impaired but pain rarely becomes severe. 
On examining the ears the walls of the canal are found 
almost normal and the position of the membrane but 
slightly changed. There is slight redness of the malleal 
plexus. The membrane has a dull, lusterless appearance, 
but around its outer margin is a ring of congestion. While 
the middle ear cavity may be only partially filled no fluid 
line can be discerned. Functionally, the ear is very gravely 
involved. The watch is not heard or only on contact or 
very close to the ear. The whisper is heard for a very short 
distance, but the hearing for the spoken voice is relatively 
somewhat better. Bone conduction, for the Hartmann 
series of tuning forks, is normal or better. The lower tone 
limit is impaired, even up to C fork (128 d. v. s.), in cer- 
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tain cases. The upper tone limit is apparently very little> 
if at all affected. The intensity Binne test shows negative 
(that is^ initial BC is heard better than initial AC), in 
marked cases as high np the scale as the C* fork; rarely 
the C* fork may give an eqnal reaction. The duration 
Binne is likewise negative for the lower forks. In a uni- 
lateral affection, Weber's test is positive. 

Incision of the membrane and removal of the mucus is 
the only satisfactory treatment. Incision of the tympanic 
membrane alone sometimes gives exit to no secretion or 
only to a little teat-shaped projection, hardly visible 
through the hemorrhage from the cut edges. The drum 
membrane is often so thick and fibrous that considerable 
force is necessarily exerted in order to penetrate into the 
tympanum. But on forcible inflation the picture is 
changed. Then there appears in the canal a quantity of 
stringy tenacious mucus which follows the cotton on the 
applicator on its withdrawal from the canal as a long, 
filamentous string, for a distance of a number of inches 
from the external auditory orifice before it breaks. Often, 
in order to evacuate the drum cavity, it is necessary to in- 
flate forcibly and repeatedly, assisting the extrusion of the 
mucus with the cotton applicator or with suction. After 
the removal of the exudate the hearing is greatly improved 
immediately and remains so until the incision heals and 
more mucus is formed. Should the exudate persist in re- 
forming, a solution of silver, ^ to 1 grain to the ounce of 
distilled water, acts favorably, both injected into the 
Eustachian tube and instilled into the tympanum through 
the incision. 

Chronio HonsnppunttiTe Otitii Media. A better under- 
standing of the pathologic conditions responsible for pro- 
gressive nonsuppurative deafness has led, in recent years, 
to more accurate diagnosis and more rational treatment; 
although much is yet to be accomplished before the result 
of treatment in many of these cases can be termed satis- 
factory. The work of Siebenman* has shown that many of 

m Aroh. Otol., April- Jvne, 1900, and Jour. Larniff. Rbln. and Ot, 
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the cases which have, in the past, been treated for catarrhal 
otitis media without results are really cases of diseased 
labyrinthine capsule (spongifying) and not amenable to 
treatment. The theory that sclerosis of the middle ear is a 
later stage of catarrhal deafness seems to have been largely 
superseded by the belief that the two conditions are sepa- 
rate and distinct, that they are due to different causes, and 
that the pathology of one bears little or no relation to the 
pathology of the other. 

Chronic nonsuppurative catarrhal otitis media is due 
primarily to a diseased condition of the nasopharynx. The 
nasopharyngeal disturbance may affect the middle ear 
through its nerve supply, its blood supply, or through the 
Eustachian tube. When a nasopharyngeal inflammation 
extends into the tube by swelling of the mucous membrane 
lining it, certain changes take place in the middle ear 
which may be enumerated as follows: 1. Absorption of 
the air from the middle ear, causing rarefaction of the 
remaining air. 2. Eetraction of the drum membrane from 
diminished air pressure within the middle ear. 3. Con- 
gestion of the blood vessels within the middle ear from 
diminished air pressure upon their walls. 4. After a 
sufficient time has elapsed proliferation of the connective 
tissue around the blood vessels and in their walls. 5. 
Later, contraction of this connective tissue which constricts 
the lumen of the blood vessels, lessens the blood supply 
and consequently lessens the nutrition. 6. Finally, 
atrophy of the mucous membrane lining the cavity and 
covering the structure within the middle ear. The deaf- 
ness is due, first, to unequal air pressure on the two sides 
of the drum membrane interfering with its vibrations, 
and later, to changes in the articulations of the ossicles and 
in the tympanic muscles which regulate the tension of 
the ossicular chain. 

In the treatment of catarrhal otitis media three objects 
should be kept in mind. 1, The removal of the naso- 
pharjmgeal cause. It will sometimes be found, however, 
that when an otitis media has been caused by a chronic 
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nasopharyngitis the nasopharyngitis has recovered while 
the ear trouble goes steadily onward. 2. Eestoration of 
the normal patency of the Eustachian tube. Late in the 
disease, however, the tube may be found abnormally patent, 
while its earlier occlusion was the cause of the pathologic 
process within the middle ear. 3. The restoration of the 
diseased parts of the middle ear as nearly as possible to 
their normal condition. When, however, the ossicular 
chain or the tympanic muscles are a hindrance to hearing, 
relief by surgical measures is to be considered. 

The subject of nasopharyngeal abnormalities is con- 
sidered under the Nose and Throat. When the Eustachian 
tube is closed by simple swelling of its lining membrane, 
successful treatment of the nasopharyngeal disturbances 
will usually relieve the tubal occlusion. When the tubal 
inflammation has passed beyond the simple stage, treat- 
ment must be directed toward the tube itself. Simple 
inflation of the middle ear by Politzer^s or other methods, 
helps to relieve the congestion within the tube, while the 
introduction of sprays or vapors in connection with in- 
flation increases its value. The injection of suitable fluid 
remedies through the Eustachian catheter has been found 
efEective in many cases, while in some cases hypertrophy 
of the lining membrane or constricting bands have made 
mechanical dilation necessary. 

Treatment. Among the procedures intended to relieve 
the pathologic conditions in the middle ear resulting from 
nasopharyngitis may be mentioned tympanic inflation, 
massage, superheated air, and electricity, while removal of 
certain parts of the middle ear is resorted to when these 
parts act as an obstruction to hearing or cause other dis- 
tressing symptoms. 

Massage. Schwabach^ has used massage in 170 cases of 
chronic nonsuppurative deafness. The instrument used 
was the Breitung apparatus operated by the electric street 
current. The number of vibrations per minute was 600 in 
the beginning and gradually increased to 1,200. The dura- 

(1) ArcWv. of Otol.. Aug.-Oct.. 1901. 
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tion of the seances was from one to three minutes. Among 
forty-three cases of sclerosis of the middle ear an improve- 
ment in hearing was obtained in 4.9 per cent of the cases 
in which the impairment of hearing had not yet reached a 
high degree, whereas, a permanent cure of tiie subjective 
noises occuired in 28.3 per cent. Essentially better were 
the conditions in simple chronic middle-ear catarrh; 39.1 
per cent showed a permanent improvement in hearing, and 
45.7 per cent showed an improvement in the subjective 
noises. Similar results were obtained in subacute middle- 
ear catarrh, i. e., permanent improvement of both hard- 
ness of hearing and tinnitus in 44.4 per cent. Still more 
favorable were the results in cases of influenza, or cases 
which had recently recovered from an acute influenza 
midle-ear inflammation; 54.5 per cent showed an improve- 
ment of the subjective noises, and 66.6 per cent of the 
acuteness of hearing. Still more gratifying was the mas- 
sage in the group of cases which showed the sequelae of 
chronic suppuration of the middle ear; in 91.6 per cent 
there was either complete recovery or a notable improve- 
ment in the subjective noises, and unpleasant sensations,- 
whereas the hearing power was essentially improved in 
only 55 per cent. In those cases where a precise diagnosis 
could not be made the results of the massage treatment 
were sufficiently good to justify further trial. 

Schwabach expresses the opinion that vibratory massage 
is a valuable adjunct in certain affections of the middle 
ear and deserves to be tried, especially when the hitherto 
customary methods of treatment have proved insufficient. 
Further, that the vibratory massage does very little good 
in that form of chronic hardness of hearing for which 
it has been particularly recommended, namely, sclerosis of 
the sound-conducting apparatus. Above all he recom- 
mends the trial of pneumo-massage in patients suffering 
from subjective noises to such a degree as to render them 
unable to attend to their business. Vibratory massage is 
further to be recommended in eases of simple chronic 
hypertrophic middle-ear catarrh with dulness and retrac- 
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tion of the dnunhead, and likewise in subacute middle-ear 
catarrh^ in acute otitis media caused by influenza^ and the 
sequelae of chronic purulent otitis media where by cus- 
tomary treatment an improvement of the subjective noises 
and the power of hearing could not be obtained. In these 
cases particularly massage shows itself to be of essential 
value. It is justifiable to try massage in those cases in 
which a certain diagnosis could not be made as in them 
the subjective noises were improved in 40 per cent, and 
improvement in hearing in 5.7 per cent 

Ostman^ has experimented with massage in order to de« 
termine what ear troubles might be improved by its use. 
In his series of cases were, (1) partial destruction of the 
conducting apparatus, (2) sclerosis, (3) hypertrophic 
forms of chronic nonsuppurative otitis media, (4) otitis 
media cicatricia. Improvement could be noted only in 
cases of hypertrophic nonsuppurative otitis media. Mas* 
sage is contraindicated, (1) in all cases of acute inflamma- 
tion of the sound conducting apparatus; (2) in all cases of 
sound perceiving apparatus when the conducting apparatus 
is normal; (3) in cases of chronic catarrhal otitis media 
when retraction of the malleus, atrophy and synechia of 
the drum membrane have taken place. 

Superheated Air. G. W. Hopkins' has used superheated 
air in the treatment of chronic catarrhal deafness. The 
apparatus used (Fig. 14) is a simple room-heater, oper- 
ated by gas or oil, and having a funnel-shaped top, which 
sends ofiF the hot air through a canvas sleeve to the ear 
under treatment. The important points in the construc- 
tion of the device are : 1. There must be sufficient draught 
to secure perfect combustion, without having an excessive 
draught, which wastes heat. 2. There must be at least 
one perforation in the canvas sleeve near the point of 
contact with the ear or the dead-air space present will pre- 
vent hot air from reaching the ear. A gauze packing 
within and over the ear takes up all moisture as rapidly 
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as formed^ preventing burning and making the application 
of very high temperatures easy and without discomfort. 
Although it is diflScult to introduce currents of hot air to 
a cavity like the ear, which is open at only one end, if the 
above-mentioned precautions are observed no difl&cxdty 
will be experienced. 

A case of chronic catarrhal deafness which was treated 
four years ago, is described as follows : The ear was thor- 



Fig. li. 

oughly cleansed with alcohol for several days before treat- 
ment was instituted. The patient was then seated in a 
comfortable chair, the ear examined and found perfectly 
clean. Narrow strips of dry gauze were packed into the 
ear and a large pad of dry gauze placed over the ear. The 
ear was then covered with the canvas-sleeve hot-air con- 
ductor, and a current of air sent into the canal at a tem- 
perature which gradually attained 400® F. The tempera- 
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tare was easily borne, if gradually increased until a high 
point was reached, the only discomfort attending the treat- 
ment arising from a severe headache which always followed 
it, but which was promptly relieved by a dose of codein. 

Following the hot-air treatment, the Eustachian tube 
was always inflated with a warm stimulating vapor from 
a nebulizer, vibratory massage with the nebulizer com- 
pleting the treatment. The patient was not allowed to 
leave the oflSce for a half -hour after treatment, and the ear 
was tightly packed with warm cotton before he went out. 
The nose and pharynx received appropriate treatment with 
antiseptic washes, etc. Treatments were continued on al- 
ternate days for three months, at the end of which time 
he could hear the watch tick distinctly at thirty-four 
inches, and surprised his friends by invariably replying to 
their whispered references to him. The right ear was 
then similarly treated, and in ten weeks an equally good 
result was secured. Examination showed that the ears 
were normal in appearance. The patient was discharged 
January 6, 1897, and careful tests made at frequent inter- 
vals since have shown no tendency to recurrence. During 
the four years subsequent to this experiment the writer 
has treated sixty-two characteristic cases of this disease 
with but four failures, and these occurred in very old 
people, all of whom had extensive labyrinthine involve- 
ment 

Electrolytic Dilation of the Eustachian Tube. Since A. 
B. Duell, in April, 1900, published the results of his ex- 
periments in the use of electricity in the treatment of 
Eustachian tubal occlusion, many others have followed his 
example and the result of their work forms the subject 
matter of a number of valuable papers. While the im- 
provement in hearing has not been all that its earlier 
advocates expected, it is certainly a valuable adjunct to 
other methods of treatment, and in all cases in which the 
lumen of the tube remains restricted after the proper treat- 
ment of nasopharyngeal abnormalities the use of the 
electro-bougie should be employed. 
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G. P. Linhart^ reports favorably on electrolysis as a 
factor in the treatment of chronic catarrhal otitis media. 
He finds the advantage of the electric bougie over the 
others, is that instead of merely stretching the tongh, 
fibrous tissue, it dissolves and seems to have a stimulating 
effect upon the tissues, promoting their absorption. The 
chief use of electrolysis is to dilate the Eustachian tube 
for after-treatment by inflation and vaporization. The 
importance of this after-treatment cannot be too strongly 
emphasized. The progress of middle-ear catarrh, with its 
consequent thickening and displacement of the delicate 
structure of the middle ear, is always of long duration, and 
if the physician can assist in recovering to some extent, 
after two or three years treatment, that which has been 
destroyed by many years progress of the disease, he will 
have accomplished much. The least that can be said in 
the vast majority of these unfortunate cases, is that the 
progress of the disease may be stopped. 

T. J. Harris* reports in detail his results in the use of 
the electro-bougie in the treatment of thirty-three cases 
of catarrhal deafness. His experiments were made at the 
Manhattan Eye and Ear Hospital and were undertaken 
principally for the purpose of determining correct answers 
to the following questions : 1. The value of electrolysis 
as compared with other methods of treatment in the relief 
of tinnitus due to middle-ear catarrh. 2. Its relative 
value in improving the hearing. 3. How permanently the 
stricture is relieved. 4. What dangers, if any, lie in its 
use. 5. What is the true nature of the process or phenom- 
enon taking place. 

In the thirty-three cases treated, twenty-six had tinnitus 
of a chronic nature (no acute cases). Of these twenty-six, 
one was cured, thirteen were improved, twelve were not 
improved. Seventeen of the thirty-three complained only 
of impaired hearing. Of these twelve were improved, five 
were not improved. In each case the modified street cur- 
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rent was used. The negative pole, not more than three 
milliamperes, was applied to the Enstachian tube for a 
period not to exceed five minutes. The bougie was intro- 
duced through a hard rubber Eustachian catheter or 
through a silver catheter insulated with thin rubber tis- 
sue. In every case the sign of *1)ubbling in the ear'^ was 
sought for, and no increase in the strength of the current 
was made after that point was reached. As little force as 
possible was used in advancing the bougie. With one or 
two exceptions the bougie was made to pass into the middle 
ear. The average length of the Eustachian tube was found 
to be one and one-half inches. In one case in which the 
bougie was passed only to this depth a marked traumatism 
of the middle ear occurred. Although care to secure as 
thorough asepsis as possible was continually exercised sup- 
puration of tiie middle ear followed the treatment in four 
cases. 

Harris feels warranted in drawing the following con- 
clusions: 1. The electro-bougie has a place in our aural 
therapy — ^though a less important one than was at first 
supposed. 2. It should be used after, and not before, 
other methods of treatment. 3. It will be more liable to 
fail if any associated internal ear disease is present. 4. 
Its results are not always permanent — ^the stricture may 
re-form. Then we may hope rather for a diminution than 
a disappearance of the tinnitus. 5. Its use is not without 
danger — and a proper knowledge of the anatomy of the 
parts and of the technic is essential. 6. It is a question 
whether the process is a true electrolytic one, or if in many 
instances the obstruction is a true fibrous stricture. [The 
Editor would suggest that whenever a metal catheter is 
used the insulation should be tested by applying the cur- 
rent to the catheter before the bougie is inserted.] 

J. A. Kenefick^ states that strictures of the Eustachian 
tube are the result of inflammatory processes charac- 
terized in the beginning by hyperemia and stasis, vascular 
non-resolution, then migration of round cells into the re- 
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suiting exudate, and lastly, the organization of the latter 
into fibrous connective tissue. They may also occur as a 
result of the sclerotic form of inflammation which is char- 
acterized by the formation of cicatricial tissue from the 
beginning. They may be the result of inflammatory 
processes extending into the tube from the pharynx or 
tympanum, or of processes occurring independently within 
the tube itself. The inflammatory deposit may occur at 
one or several points in the course of the tube. Owing to 
the vascularity of its lining at the tympanic orifice, the 
tube is particularly likely to be occluded at this point. 
This fact has been demonstrated frequently in the manipu- 
lation of the electric bougie. 

The method of treatment used by Kenefick was that 
originally advocated by Duell. The instruments consist 
of an ordinary silver Eustachian catheter wound with 
rubber tissue for insulation. The bougie is of gold wire, 
with an olive tip one to two millimeters in diameter and 
of sufficient length to extend one-and-three-quarters inches 
beyond the catheter tip. The Edison 110-volt current is 
usually available for this purpose, but must be under per- 
fect control, with a volt selector and a milliampere meter. 
The wire bougie is made the negative electrode, while the 
positive is the ordinary contact electrode held in the hand 
of the patient. With the catheter in good position, the 
bougie is passed through it into the Eustachian tube until 
the obstruction is met. Having selected the number of 
volts required, usually thirty to thirty-five, a current of 
one-half to three, four, or even five milliamperes is turned 
on, while the tip of the bougie is held firmly in contact 
with the obstruction. Within a fraction of a minute, usu- 
ally, sometimes longer, according to the extent of the stric- 
ture, the bougie passes through and is felt free in the 
space beyond. This process may be repeated several times 
before the bougie enters the tympanum. 

After reporting a number of cases in which the results 
of treatment were highly satisfactory he draws the follow- 
ing conclusions : 1. That it cannot be foretold exactly in 
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any given case just what result will follow this treatment, 
as this will depend on two comparatively unknown quan- 
tities, viz., (a) the vascularity of the tube lining and its 
toleration of the mechanical and electrical interference, 
and (6) the degree of tympanic involvement. 2. That 
tubal obstruction is present early in the great majority of 
cases of so-called chronic hypertrophic catarrhal otitis 
media, and that progressive deafness, tinnitus, and vertigo, 
and many of the peculiar and distressing head symptoms 
may be purely mechanical, dependent upon closure of the 
tube by an organized obstruction, while the tympanum and 
its structures are as yet free or only slightly involved. Un- 
der the latter circumstances brilliant results may follow 
restoration of the tubes' patency. 3. That in any case 
where Eustachian obstruction has become organized the 
best means of disintegrating and causing its reabsorption 
is by the electrolytic bougie, which in rapidity, eflBciency 
and permanency, excels all known methods. 

Surgical Treatment of Chronic Non-Suppurative Otitis 
Media. Much difference of opinion exists among otologists 
as to the value of surgical treatment of chronic non-sup- 
purative otitis media. C. H. Burnett* believes that the 
so-called catarrhal deafness must be regarded as an ^'affec- 
tion of the nerves supplying the middle ear and correlated 
structures,'* that the deafness, tinnitus and dizziness are 
due to impaction of the footplate of the stapes in the oval 
window, and that the impaction is caused by contraction of 
the tensor tympani muscle. He thinks the best plan of 
treatment is to break up the ossicular chain and thus re- 
lieve the impaction. The majority of the symptoms in- 
dicate that neuroses of the trigeminus play the greatest 
part in the causation of this form of ear disease, though 
disturbances in the sympathetic innervation have much to 
answer for in the development of progressive deafness. 
Many of the phenomena of this disease indicate further- 
more that complex disturbances in the correlated areas of 
the vagus, glossopharyngeus, facial, auricularis magnus 

(1) Phila. Med. Jour.. Aug. 12. IML 
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and Bpinal aoceseory nerves also have much to do in the 
development of the aural malady under consideration. 
Hence many aural neuroses^ i. e., neuroses in the tract of 
the middle ear nerves, occur not as such alone, but must be 
regarded as standing in the closest relation to simultaneous 
and similar ones in the structures of the nasopharynx, 
fauces, larynx, and the opposite fellow ear. In the latter 
instance is seen an example of cross influence of one ear 
upon the other. 

Subjective Symptoms. From such nervous lesions are 
developed a large series of the most dangerously insidious 
and progressive forms of deafness, tinnitus aurium and 
ear vertigo, or so-called Miniire's symptoms. Hardness 
of hearing and deafness are the prominent and earliest 
subjective symptoms in this disease, tinnitus aurium being 
the next, and aural vertigo the last symptom in the dis- 
tressing list. 

Objective Symptoms. Among the objective symptqms, 
the most prominent are the changes in the position and 
appearance of the membrana tympani and the ossicles. 
The drumhead becomes opaque, lusterless and retracted 
from contraction of the tensor muscle. The malleus 
handle, instead of being nearly vertical in position, is 
drawn backward and upward and appears foreshortened. 
In this process of retraction the membrana tympani is 
brought nearer the inner wall of the drum cavity, and in 
many instances the promontory of the cochlea, and the 
incus-stapes joint become visible through the membrana. 
These are the most important of the physical symptoms of 
progressive hardness of hearing, and in them can be seen 
the mechanism of progressive deafness. 

The Ossicles. The immediate result of retraction of 
the membrane and malleus is retraction of the incus and 
stapes, with impaction of the latter bonelet in the oval 
window. Impaction of the stapes is all the more readily 
produced if the stapedius muscle is weakened by a lesion 
of the facial nerve from which the muscle obtains inner-* 
vation. In a normal ear impaction of the stapes in the 
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oval window and consequent compression of the laby- 
rinthine fluid in the vestibule receives compensation by 
outward movement of the membrane of the round window. 
But in progressive hardness of hearings changes occur in 
the membrane of the roimd window which render it sti£E 
and unyielding to intra-labyrinth pressure, and its com- 
pensatory bulging outward toward the tympanic cavity is 
hindered or destroyed. Hence impaction of the stapes in 
progressive deafness is followed by disastrous pressure on 
the terminals of the auditory nerve in all parts of the 
labyrinth, resulting in deafness, tinnitus, and at last, in 
some instances, ear vertigo. 

Operation. The patient should be etherized (local anes- 
thesia by cocain being both inefficient and toxic) and the 
external auditory canal and the membrana sterilized by a 
solution of mercuric bichlorid (1 to 6,000) or one of 
formalin (1 to 1,000), or with alcohol. Then the auditory 
canal and the membrana tympani should be illuminated 
by means of an electric light held on the forehead and run 
by a small portable battery, made for the purpose of 
clinical illumination. When the membrana is intact, as it 
is in a case of chronic progressive deafness, the initial 
incision is made with a delicate knife, beginning close 
behind the short process of the malleus and following 
closely the periphery backward and downward until reach- 
ing a point below the line drawn horizontally through the 
umbo of the membrane. This cut is followed by little or 
no bleeding, as a rule. The flap thus made should be 
pushed inward towards the promontory by means of a 
probe armed with a small dossil of sterilized cotton. If 
there be no bleeding the incus-stapes joint is seen as soon 
as the flap of the membrana is pushed aside. If there be 
bleeding it must be mopped away with sterilized mops on 
a cotton holder. The incus being now in plain sight, it 
should be gently disarticulated from the stapes by drawing 
the former outwards and downwards by means of an incus- 
hook knife passed behind its long limb. When this is done 
the long limb of the incus should be grasped by special f or- 
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ceps and drawn very cautiously downward and outward into 
the auditory canal and then removed entirely from the ear. 
When this is accomplished the operation is finished. The 
slight bleeding that sometimes occurs in these cases re- 
quires no attention. The rest of the conductors of sound 
are left intact. The meatus should be stopped with steril- 
ized cotton and the ear let alone for twenty-four or even 
forty-eight hours, unless the cotton in the meatus gets 
moist with blood or serum. If this occurs the cotton 
should be removed and dry cotton inserted. There is to 
be no after-treatment in such cases, as all is accomplished 
when the incus is removed. 

As a rule, there is no reaction in these cases, and the 
wound in the membrana heals by first intention. Some- 
times a slight reaction has occurred, shown by a little pain 
and some mucopurulent discharge. But this is healed in 
a few days by simply mopping the ear with sterilized cot- 
ton and a solution of formalin (1 to 1,000) and such re- 
action has never had any bad effect upon the result of the 
removal of the incus in checking the progress of the deaf- 
ness. A serious reaction has not been encountered after 
any operation for incudectomy, and the patient is never 
obliged to remain in his room for more than twenty-four 
hours. The strongest claim Burnett makes for in- 
cudectomy is that after this operation the hearing does 
not follow the usual downward course either in the ear 
operated upon or in the opposite ear. He is fully con- 
vinced that the operation will not only check progressive 
deafness in the opposite ear, but will prevent its becoming 
involved. 

Rhese* reports two cases in which improvement followed 
in the opposite ear after removal of the ossicles. It is 
probable that the removal of the malleus destroyed the 
synergic action of the tensor tympani muscle in the oppo- 
site ear and thus accounts for the improved hearing and 
arrest of the subjective noises. Another theory advanced 
to account for the improvement in the opposite ear is that 

<1) Deutsche med. Woch., No. 46, 1900. 
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by the anastomosis of the auditory nerves one with the 
other, inhibitory stimuli are transmitted through the tym- 
panic plexus to the sound perceiving part of the other ear. 

Chronic Suppnrative Otitis Hedia. All cases of chronic 
suppurative otitis media, with the possible exception of 
tubercular otitis, were originally acute. The acute otitis 
media may have been at first catarrhal and become puru- 
lent by secondary infection, or it may have been originally 
due to the presence of infection in the middle ear and have 
been purulent from the beginning. In either case condi- 
tions have arisen which prevent recovery, and the dis- 
charge should be looked upon as a symptom of some 
pathologic condition within the ear and not as the disease 
itself. 

The conditions which are usually responsible for the con- 
tinuation of a discharge from the middle ear are : 1. In- 
sufficient drainage. 2. The presence of granulations or 
polypi. 3. Necrosis. 4. Cholesteatoma. 5. Disease of 
the accessory cavities. Before making a prognosis or un- 
dertaking treatment a careful examination should be made 
to determine which of these conditions is present. When 
the perforation is large or the membrana tensa is absent 
simple inspection after cleansing will usually determine as 
to the presence of granulations or polypi. The bent probe 
should be used in searching for necrosis of bone in the 
middle ear, and for cholesteatoma. 

S. MacCuen Smith^ thinks that while the diagnosis of 
chronic suppurative otitis media is usually so self-evident 
that but little experience is required for its prompt recog- 
nition; yet the character of the discharge, the size and 
situation of the opening in the membrana tympani, the 
presence of pain or a rise of temperature, are all weighty 
factors in the general consideration and prognosis of a 
case of chronic otorrhea. A discharge of a ropy, mucoid 
character indicates that the Eustachian tube is chiefly in- 
volved, the swelling of its mucous lining preventing this 
thickened secretion from escaping into the nasopharynx. 

(1) Theraf. Oai., Feb., 1901. 
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Some disease or growth in the postnasal space is usually 
responsible for a discharge of this character. A copious 
discharge, creamy in character, indicates an involvement 
of the mastoid cells. This should be distinguished from the 
less abundant yellowish pus present when the tympanic cav- 
ity alone is the site of disease. The appearance of blood in 
chronic cases always indicates the presence of granulation 
tissue, which in turn is usually an outgrowth from carious 
bone. A discharge, not so profuse, brownish-yellow or 
greenish-brown in character, having a decidedly offensive 
odor, indicates extensive bone decay, involving frequently 
the tympanic attic and mastoid antrum. 

Perforations may be situated in any part of the mem- 
brana tympani. A perforation situated in the upper part 
of the membrana tympani, especially the superior posterior 
quadrant (Shrapnell's membrane), is usually large in 
size, the ossicles and surrounding bony structures are liable 
to undergo necrotic changes, the deafness increases to a 
marked degree, and the discharge obstinately resists almost 
every therapeutic measure directed to its relief. In addi- 
tion to this there is present a constant proneness to mastoid 
and brain complications, and to sinus thrombosis. 

Surgical interference is necessary in most cases of this 
character whenever such manifestations become evident, 
and an operation on the middle ear, or the mastoid, or on 
both, should be performed in the early stages, even though 
the sjrmptoms do not appear to demand such radical meas- 
ures. The principal danger in such cases lies, therefore, 
not in the operation itself, but rather in its neglect. Great 
care should be exercised in the first examination. After 
the ear has been syringed with an antiseptic solution, the 
canal should be carefully dried with cotton twisted on an 
applicator; then with reflected light and an aural specu- 
lum the external canal, membrana tjrmpani, and middle- 
ear cavity (when the membrane is ruptured) should be 
examined. Care should be taken to note the character of 
the discharge, the situation, size and number of perfora- 
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tions^ and the presence or absence of granulation tissue or 
polypoid growths. 

In the non-surgical treatment all seem to agree thai 
cleanliness is of first importance. The different methods 
employed to secure this are : (a) cleansing the ear by the 
frequent use of the syringe and various antiseptic solu- 
tions; (6) the capillary drainage plan, in which no fluid 
is used in the ear, and (c) the combined method in which 
the ear is first cleansed by the use of the syringe or hydro- 
gen peroxid, then dried and the drainage method em- 
ployed. 

The Syringe for Cleansing the Ear. Each writer has 
his own peculiar method of using the syringe and his own 
favorite solutions for use in the ear. When the discharge 
is profuse, J. F. McKemon* thinks the ear should be 
syringed and gives his plan as follows: The instrument 
used is a hard-rubber syringe with a blunt point or nozzle, 
holding an ounce of fluid. In the case of young children 
it is desirable that the syringe be of soft rubber, in order 
not to irritate the meatus or canal, and in shape should be 
like a round bulb, with a long drawn out point, through 
which the fluid passes on its way from the chamber of the 
syringe to the canal. In all adult cases the auricle should 
be grasped gently between the thumb and fingers of the 
left hand and drawn upward, backward, and a little out- 
ward, thus straightening the meatus and cartilaginous 
canal, and bringing it on a line with the osseous canal. 
Otherwise, when we use the syringe we shall be directing 
the stream of fluid against the side of the canal wall in- 
stead of directly into the lumen of the passage, as drawing 
the auricle in the manner described will overcome the 
irregularity at the opening of the canal and allow the 
nozzle of the syringe to pass into the meatus deeply, with 
its tip directed downward and forward. In syringinej 
the ears of a child under 3 years of age, the auricle should 
be drawn outward and downward, as this position best aids 
us to overcome the natural curve of the canal at that age. 

(1) Med. News, May 26. 1901. 
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The frequency of the irrigation will depend largely upon 
the character and quantity of the discharge. At no time 
must the pus be allowed to accumulate to any extent in the 
auditory canal. In an ordinary adult case, it should be 
cleansed every three or four hours at first, and as the dis- 
charge begins to lessen, then diminish the frequency of the 
irrigation to three times a day, and later even to every 
second or third day. In a child it will be necessary to irri- 
gate more frequently on accoimt of the smallness of the 
canal and the tendency of the walls at the meatus to lie 
in contact, thus holding back the secretion. In these cases 
we should irrigate as frequently as every two hours imtil 
we notice a gradual lessening of the discharge, and from 
this point on diminish the frequency to three, four or six 
hours, depending upon the quantity of the discharge that 
presents itself each day. It is always well to bear in mind 
that an ear should be irrigated only frequently enough to 
keep the discharge from accumulating in the canal, as too 
frequent irrigation serves to soften, make flabby, and lessen 
the integrity of the parts, thus prolonging the disease. 
Only a small amount of force should be used in irrigating 
an ear, whether the case be a child or adult, and we should 
never use a cold solution, but one tepid, or slightly warmer, 
depending upon the amount of comfort given to the pa- 
tient. The quantity to be used at each irrigation varies 
anywhere from a quarter of a pint to a pint. Rarely is it 
necessary at one sitting to use more than a pint. 

If irrigation produces, as it sometimes does, disagreeable 
symptoms, as pain, vertigo, or nausea, and these persist, 
then no matter how profuse the existing discharge, we must 
cease the irrigation and remove the discharge by frequent 
mopping and cleansing with cotton. In all cases after irri- 
gation, it is desirable to dry the deeper parts as well as 
the meatus with cotton. 

The various solutions used for syringing the ear have 
been legion, but only those are mentioned which the writer 
has found of value from a clinical standpoint. A solution 
of bichlorid of mercury, in strength ranging from 1-2,000 
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to 1-5,000 in boiled water, is the solution most used, and 
the one from which we obtain the best results at the pres- 
ent time. A solution of value, and one largely used to-day 
by the general practitioner, is that of boric acid of the 
strength of 20 grains to an ounce of boiled water. As a 
cleansing solution it answers the purpose very well, but 
taken from a disinfecting or germicidal standpoint, it 
leaves much to be desired. A solution of carbolic acid in 
sterilized water of the strength of 1 or 2 per cent was for- 
merly used. In obstinate cases, a weak solution of f ormalr 
dehyde, 1-1,000, is often of service, owing to its active 
germicidal properties, but even in this strength it has to 
be discontinued many times, owing to its irritating 
qualities, and if continued should be used in a much 
weaker form. A solution of permanganate of potassium, 
half a dram of the liq. potass, permanganat. in from 4 to 
6 ounces of sterilized water, is often used to abate the 
discharge, on account of its strong disinfecting properties, 
and at the same time it acts as an excellent deodorizer when 
we have a foul smelling discharge to treat. 

If but little discharge be present, and the patient fre- 
quently seen by the surgeon, the existing discharge can 
easily be removed by mopping the parts with sterilized 
cotton, wound on a cotton-carrier. After the field has 
been gone over in this way it should be thoroughly cleansed 
with some comparatively strong nonirritating germicide 
or disinfectant, and one which the writer has found bene- 
ficial is the following: 

Boric acid gr. 20 

Sol. hydrarg. bichlor. 1-1,000 dr. 2 

Spir. vini rect. ad oz. 1 

The parts are thoroughly cleansed with this solution, 
and any granular surface is touched with a small cotton- 
tipped probe, dipped in silver nitrate, of a strength ranging 
from 20 to 240 grains to the oimoe of distilled water. This 
will, in a large number of cases, so stimulate these struc- 
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tures^ that by using such treatment two or three times a 
week, a cure will speedily follow. 

S. MacCuen Smith recommends the following line of 
treatment. The ear should first be syringed, followed by 
the cleaning out of all secretions from the Eustachian tube 
by means of Politzer's inflation of the middle ear, or by 
Siegle's pneumatic specidum. In cases of more or less 
occlusion of the tube, it sometimes becomes necessary to 
resort to the Eustachian catheter or bougie. In the hands 
of those familiar with their use these appliances are most 
valuable, but great caution should be observed by all others. 
After the ear has been carefully dried, the head should 
rest on a table, with the affected ear uppermost, and a few 
drops of a solution of silver nitrate (gr. 1 to 3 to 
the ounce) instilled into the canal. It is desirable that the 
solution should pass through the Eustachian tube into the 
nasopharynx. When the tube is quite patulous this can be 
accomplished by directing the patient to open and close 
the mouth several times, or by the act of repeated swal- 
lowing. When this simple procedure does not succeed, it 
can usually be accomplished by exerting slight force with 
Siegle's pneumatic speculum, or in the following manner : 
Grasp the auricle and with traction draw it outward and 
forward ; while thus extended, take the thumb of the oppo- 
site hand and close the external auditory canal by firm 
but gentle pressure on the tragus, immediately relaxing 
the hold on the auricle. This procedure may be repeated 
if necessary. Of course, this method of treatment should 
never be entrusted to the patient. 

Syringing the ear should be practiced by the patient, 
once, twice, or thrice daily, being guided by the character 
and profuseness of the discharge. The instillation of the 
nitrate of silver drops, or other solutions, should be re- 
peated two or three times in each week. The frequency of 
both syringing and the use of drops may be gradually 
lessened, according to the requirements of individual cases. 
Solutions of other drugs, such as copper sulphate, lead 
acetate, and zinc sulphate^ may be \xsei in the same 
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strengthB as the silver nitrate, but they should not be 
forced through the Eustachian tube. If it is necessary to 
employ stronger solutions these likewise should not be 
allowed to flow into the Eustachian tube, but should be 
applied directly to the tympanic cavity by means of a 
cotton-carrier. 

In addition to the ordinary syringing of the middle ear, 
D. W. Aitken^ uses a pledget of cotton in the auditory 
canal as a piston to pump the cleansing agent into and out 
of the middle ear and its accessory cavities. He describes 
the method as follows: The appliances required are a 
probe, some antiseptic lotion, and absorbent cotton. Th^ 
first step is to pour some of the lotion into the ear. Then 
take as large a plug of wadding as is deemed sufficient 
when screwed upon the probe to easily fit the meatus. It 
is now possible to make the probe and ear canal a suction 
syringe. The plug of wadding which forms the piston is 
gently pushed in and then withdrawn. If it is found to 
be either too large or too small another can at once be sub- 
stituted which acts easily and fits close enough to force 
some of the fluid before it. This fluid reaches the 
attic and also the mastoid recesses. At any rate, on the 
first withdrawal sufficient vacuum is produced to allow the 
lotion to enter the accessory cavities. It will surprise any- 
one who has not carried out this procedure to note how 
much discharge and debris are brought to the surface, even 
after syringing and swabbing have been efficiently per- 
formed. After several repetitions of the maneuver, the head 
each time being turned to the opposite side to permit of 
emptying the meatus, the lotion will well up clean. Now 
one can get any medicament to the clean surfaces. Begin 
with chinosol, iodoform, or amyloform in alcohol which is 
best in the absolute state. It is practically painless in al- 
most all cases and in the exceptions the smarting is but 
momentary. Its advantages are : (a) it acts promptly upon 
the polypoid growths; (b) it is a most satisfactory antisep- 
tic ; and (c) as it evaporates it leaves a dry surface. This 

(1) Lancet, April 20. l«tt. 
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is most important When the solution has been poured into 
the ear the process with the "piston-rod^* is repeated sev- 
eral times. Thus the fluid is forced into all the recesses. 
That this is so is seen by the prompt improvement both in 
the local conditions and also in the constitutional state. 
Of course, discretion is used as to the nature of the drug 
selected in the progress of the cure, according to the re- 
quirements — stimulant, astringent, etc. — of the case. 

Although this treatment is quite prompt in its effects 
upon acute otorrhea its benefits are greatest in old-standing 
cases where the mastoid has become infected. Such cases 
have lasted for years; there is an abominable discharge, 
probably with polypoid growths, and if the more threaten- 
ing head symptoms are not present there are the impaired 
health, the atonic dyspepsia, the anemia, and the loss of 
flesh to denote the dire effects upon the constitution which 
follow absorption. Many patients have been treated by 
this method and some have undoubtedly been saved from' 
the somewhat serious operation of opening the mastoid. 

In addition to other methods of cleansing the middle 
ear, P. J. Mink* passes a current of air through the Eusta- 
chian tube. The direction of the tube is such that the 
current sweeps across the attic to the antrum and dis- 
lodges products of suppuration more thoroughly than can 
possibly be done by a stream of water. 

Excellent results from the use of formalin solution in 
suppurations of the middle ear are reported by N. G. 
Ward.* After thoroughly cleansing the ear, either by 
wiping away the pus or by syringing, the ear to be treated 
is turned upward and the middle ear and the canal is 
filled with a warm 1 per cent solution of formalin. This 
should remain for ten minutes and then be drained away. 
Ward recommends the use of this remedy twice a day by 
the patient. A stronger solution may be used when neces- 
sary, but as a rule a 1 per cent solution is better as then 
the use of cocain is unnecessary; and what is of still 



(1) Ann. des Mai. de I'Oreille. Jan.. 1901. 

(2) Jour. Am. Med. Assoc. » June 15, 190L 
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greater importance, the escharotic effects of the stronger 
solutions are avoided. Weak solutions increase cellular 
activity, which results in the casting off of the dead epi- 
thelium, stimulating the living cells to a healthier con- 
dition, re-establishing a more nearly normal secretion, 
toughening the cells of the middle ear to withstand ex- 
posure to the atmospheric changes, thus lessening the 
liability to continued infection through the external audir 
tory canal. Conclusions. By the judicious use of formalin 
the following results may be obtained: 1. Fetid. odop 
quickly disappears. 2. There is an early cessation of the 
discharge. 3. Protects against the formation of granu- 
lations, and small granulations destroyed by alcoholic 
solutions. 4. Promotes healing of ulcerated mucous mem- 
brane, skin abrasions, and inflammation of the external 
auditory canal. 6. Betards, but does not entirely check 
bone necrosis. 

Capillary Drainage. Some otologists believe that when 
the patient can be kept under suflSciently close observation, 
or when the discharge is small in amount, better results 
are obtained by keeping the ear as dry as possible. When 
the perforation is large or the membrane absent, the mid- 
dle ear is thoroughly wiped out with cotton on an appli- 
cator and the middle ear and canal carefully packed with 
a strip of sterile gauze. The object of the gauze is to 
absorb the moisture as fast as it is formed. The mucous 
surfaces of the middle ear are thus kept reasonably dry 
and in good condition for healing. The packing should be 
removed before it becomes saturated, and another dressing 
applied. When the discharge is profuse a pledget of cotton 
should be placed in the ear external to the gauze packing 
to take up any discharge that may pass through the gauze. 
The pledget may be changed by the patient or attendant as 
often as is necessary. It is claimed that when this method 
of treatment is properly carried out it most successfully 
combats the influence of the pyogenic germs which are the 
real cause of the suppuration. In the combined method 
the ear is cleansed by the syringing or peroxid of hydrogen. 
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then thoroughly dried either by wiping out the fluid with 
cotton or by repeated instillations of alcohol. The alcohol 
mixes with the water that remains after the syringing. 
The fluid is drained away and the process repeated until 
only alcohol remains in the ear. The alcohol soon evap- 
orates, leaving the ear practically dry. The ear is now 
packed with sterile gauze as previously described. 

Aural Polypi. According to H. F. Waterhouse,* aural 
polypi are of three varieties — ^mucous, flbrous, and myxo- 
matous. More than 80 per cent belong to the mucous vari- 
ety. Practically all aural polypi originate in the mucous 
membrane of the middle ear and are due to chronic sup- 
purative otitis media. When once developed they tend to ^ 
aggravate the purulent process by increasing the pus and 
obstructing its exit from the middle ear. The pus is usu- 
ally fetid and may be mingled with blood. At times neu- 
ralgic pains, tinnitus, giddiness, and attacks of vomiting 
occur. These symptoms are dependent, in large measure, 
upon the presence of a foreign body which offers an ob- 
struction to the escape of pus from the middle ear. Be- 
moval of the polypus is of course the only treatment to be 
adopted, but it must also be considered at times a some- 
what hazardous procedure. In certain cases in which the 
bony roof of the tympanum is eroded, or in which there 
exists a congenital perforation, the polypus may prac- 
tically spring from the dura mater, and pyogenic organ- 
isms from the suppurating middle ear may thus gain 
access to the interior of the cranial cavity, causing septic 
meningitis and death. This has been known to occur at 
least four times. It is wise, therefore, to purify as far as 
possible the cavity of the tympanum prior to attempting 
the removal of the polypus. 

The method recommended is the introduction into the 
ear, thrice daily, of a solution of biniodid of mercury, 1 
to 3000 in rectified spirit, the affected ear being held 
uppermost for a few minutes. This solution, which for 
the treatment of purulent otitis media is invaluable, acta 

(1) Edinburgh Med. Joar. 
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partly as an antiseptic^ which penetrates as it does not 
coagulate the albuminous discharges^ and probably more 
importantly as a dehydrant, attracting the watery elements 
of the polypus, which is thus rendered paler and shrunken. 
This solution is even more valuable in the treatment of 
granulations. When the ear has been thus rendered as 
clean as possible, the polypus may be removed by cutting 
through its pedicle with a Wilde's snare, or by twisting 
with the Toynbee's forceps. It is most important to de- 
stroy the root of the polypus after the removal of the 
tumor, and this is best accomplished by touching it with 
the electric cautery, or with a tiny bead of chromic acid. 

It cannot be too forcibly impressed upon the operator 
that so long as the polypus or granulation is intact, ab- 
sorption is not likely to occur; but, when removed, absorp- 
tion of pyogenic microorganisms may take place through 
the open mouths of the vessels in the root or base of the 
tumor, and lead to intracranial disease. To combat this 
danger, we rely on: (1) preliminary disinfection of the 
middle ear; (2) destruction of the raw absorbing surface 
left by the detachment of the polypus or granulation ; and 
(3) the continued emplo3nnent of the biniodid of mercury 
and spirit lotion, to prevent the recurrence of the polypi, 
by curing the purulent otitis media to which they owe their 
origin. For the removal of polypi, and, in fact, for most 
minor operations on the middle ear, almost complete anes- 
thesia may be obtained by the instillation into the external 
auditory meatus of a few drops of a 10 per cent solution 
of cocain hydrochlorate in equal parts of anilin oil and 
rectified spirit This valuable local anesthetic solution 
we owe to Dr. Gray of Glasgow. 

G. Briihl^ has made a careful study of aural polypi 
from a histologic standpoint. Usually aural polypi are 
divided into mucous and mucous-gland polypi, round- 
celled polypi, fibrous, myxomatous, fibro-myxomatous, 
angiomatous, angio-fibrous, and granulation polypi. All 
aural polypi are believed to be at first granulation tumors 

a) ArchiYes of Otolosr. Aur-Oct, 1901. 
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which later develop into other tumor forms. Schwartze 
recognizes two general varieties, aural polypi with 
epithelial covering, and polypoid granulations without 
epithelium. Briihl explains his method of staining and 
examining polypi and also gives his findings. He believes 
that polypoid granulations are not tumors, but are in- 
flammatory tissue formations. Of the sixty polypi exam- 
ined, forty-seven were polypoid granulations, eight 
fibromas, and five myxo-fibromas. 

Cholesteatoma. J. Holinger^ describes the formation of 
cholesteatoma resulting from middle-ear disease as fol- 
lows: 

First, the epidermis, especially in children, has a great 
power of regeneration, which is shown in all parts of the 
body where epidermis and mucous membrane meet. As 
soon as the mucous membrane is diseased, inflamed, or 
otherwise impaired, the epidermis grows over it and covers 
the spot. In this way insulas or parts of the normal epi- 
theliima are often overlapped and put out of existence. 
We fi:nd this at the nose, anus, etc. The process is espe- 
cially energetic in the middle ear, as soon as the epider- 
mization has once begun. The aditus ad antrum, the 
antrum and the cells become inundated with epidermis. 
Afterward this epidermis is under very unfavorable sani- 
tary conditions. If in washing or in bathing, any water 
gets in such a cavity through the opening of the drum, 
it cannot evaporate, but will set up a certain amount of 
irritation, the epidermis forms more scales, and one cast 
after another of the wall is thrown ofiE until the cavity 
is filled. But the process does not stop there, and here 
comes the second point: The cavity is enlarged by pres- 
sure, and some authors even think it has a tendency to 
active enlargement. The bone septa between the mastoid 
cells are destroyed or absorbed. The bone cannot resist 
in any direction. The most fortunate occurrence is a per- 
foration into the external canal, or to the outside, and 
evacuation of the contents. Cases of this kind have been 
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repeatedly observed, where an extremely slowly developing 
growth appeared behind the ear or in the neighborhood 
of the mastoid process on the neck. The diagnosis is diffi- 
cult until the tumor bursts and a big lump of dry scales 
i3 thrown out. This is, however, a most favorable, though 
rare, exception, the rule being perforation into the brain 
and death. The beginning of the growth usually dates 
back to the earliest childhood, and connection can often be 
established with one of those dreaded cases of scarlet fever 
otitis. The organism adapts itself to the pressure, and 
the slow growth may progress unnoticed for twenty or fifty 
years. Even parts of the labyrinth may be destroyed be- 
fore a meningitis or sinus-thrombosis claims its victim at 
short notice. 

According to H. J. Waring,^ cholesteatomas of the tem- 
poral bone may be either primary or secondary in their 
origin. The first group comprises those cases in which the 
tumor is supposed to be derived from the epithelium of 
a cul-de-sac which extends from the lining membrane 
of the deeper portion of the external auditory canal to- 
wards the mastoid antrum and the tympanic cavity. A 
track or canal of this kind has been shown to be present 
in a small percentage of patients who have been examined 
from this point of view by Politzer and Schwartze. An- 
other possible origin of a primary tumor is from a portion 
of surface epithelium which has become included during 
the process of development of the middle ear and external 
auditory meatus. The second group comprises those cases 
of cholesteatoma which develop in association with long- 
continued suppuration of the middle ear and partial de- 
struction of tiie tympanic membrane. Squamous-celled 
epithelium then grows into the interior of the tympanic 
cavity through the aperture in the membrane, and covers 
the inner wall of this space. Thence it extends backward 
through the aperture in the posterior wall of the tympanic 
cavity to the interior of the mastoid antrum, the mastoid 
cells, or the attic of the tympanum. Prom a portion of 

(1) Edinburgh Med. Jour., Feb., 1901. 
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this ingrowing epithelium, by excessive and continued 
growth, a cholesteatomatous tumor may take its origin. 

In operating for cholesteatoma. Waring makes a free 
post-auricular opening and after thoroughly cleansing, 
curetting and disinfecting the cavity, he fills the entire 
space with long, thin strips of bone and cartilage taken 
from the femur and tibia of a young kitten, which should 
be killed for the purpose during the course of the opera- 
tion. The posterior wound is closed with sutures and the 
auditory canal packed with a strip of antiseptic gauze. 
After one operation performed in this manner the patient 
left the hospital in two weeks, and except a foul-smelling 
discharge from the external meatus from the fifth to the 
ninth day nothing of importance occurred. This patient 
was kept tmder observation for two years after the opera- 
tion and at no time was there any indication of a reform- 
ing of the cholesteatoma. 

Bony Defects. H. Gradle^ has seen twenty cases in 
which an opening was found through the bony partition 
forming the outer wall of the attic and the upper part of 
the inner end of the auditory canal. The defect is usually 
a fissure of variable size in the external wall of the attic, 
opening through the upper wall of the meatus above 
SchrapnelVs membrane. In some instances it seemed to 
be a fistula instead of a complete gap, but it is not always 
possible to distinguish between the two conditions. Small 
defects are difficult to recognize by sight and may be found 
only by the use of a probe. The end in the meatus is often 
narrower than the opening into the attic, which is in rare 
instances exposed to partial view. The membrana tym- 
pani was totally gone, or nearly so, in a few of the cases. 
In most of them the tense portion of the drumhead was 
intact and the perforation limited to SchrapnelFs mem- 
brane. Most of the patients were seen on account of the 
discharge. Several, however, had no secretion at the time 
of the examination, merely asking help for their hearing. 

The patients were all adults who dated their trouble 
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back to childhood. No case was observed from the begin- 
ning. The origin of the gap in the bone must, of course, 
be attributed to caries, but no evidence of its continuance 
was found in most of the patients. The existence of a 
fistula into the attic does not add to the gravity of a 
chronic case. In view of the f aet that these were all cases 
of disease of the attic, their course may even be said to 
have been relatively mild, perhaps on account of better 
drainage. One time only were distressing symptoms — 
vertigo and headache— observed during a subacute exacer- 
bation. Of twenty patients, nineteen were cured without 
any operation, some remaining under observation many 
months, others several years. Eelapse, however, must be 
expected in some of these cases, and indeed about one- 
third of them did return, sometimes repeatedly — after in- 
tervals of months or years. The relapses were as easily 
checked as the previous continuous disease. A frequent 
cause of relapse was desquamation of the epidermis, which 
had grown through the fissure into the attic. Choleste- 
atomatous contents were found in six patients, often in the 
form of concretions, which could be picked out in a single 
mass. This process of desquamation continues after sup- 
puration is arrested. Several patients have returned once 
in one to three years, presenting again the concretion in 
the attic, but without symptoms or odor. In none of the 
cases was there any reason to suspect that the desquamative 
process extended beyond the attic. 



MASTOID DISEASE. 

The prevention and treatment of the complications aris- 
ing from suppuration of the middle ear is a subject which 
occupies a very prominent place in the domain of otology. 
That progress has been made along this line in recent 
years is proven by the fact that many patients are saved 
now who would formerly have been allowed to die without 
rational attempt to save them. That much is yet to be 
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learned on these subjects no one can donbt. Formerly 
much was said about the non-operative treatment of mas- 
toid disease, and about Wilde's incision, some even going 
so far as to resort to more radical operations only in ex- 
treme cases, and after all other measures had failed. Of 
late the relation of mastoid disease to the patient's mate- 
rial interests is better understood and the result is a large 
increase in the number of mastoid operations. Several 
writers have attempted to formulate rules for the guidance 
of the inexperienced in determining the necessity of sur- 
gical intervention in mastoid disease resulting from sup- 
purative otitis media. That this is a diflScult undertaking 
all will agree, for it is well known that in many cases the 
symptoms either subjective or objective bear little relation 
to the pathologic conditions witiiin the mastoid process. 
In some cases, when the subjective symptoms have pointed 
toward some grave lesion, apparently slight pathologic 
changes have been found, while in other cases the symp- 
toms have hardly seemed to justify any radical procedure 
and yet operation has revealed conditions which proved 
conclusively that the patient could not have recovered 
under less radical treatment. In many of the apparently 
mild cases the patient's life is found to be in immediate 
danger. The old statement that pus travels in the direc- 
tion of least resistance is especially true in mastoid dis- 
ease, and it is equally true that the greater the external 
symptoms the less danger of brain complications. The 
relative thickness and density of the inner table as com- 
pared with the other borders of the mastoid, no doubt ac- 
counts for the difference between the external sjrmptoms 
and the danger to life. When the sinus becomes involved 
the infection has traveled from the ear through the venous 
channels. When pus accumulates in the middle ear, attic 
or mastoid, it is beyond the power of the surgeon to foretell 
the occurrence or to estimate the liability of sinus disease 
in any given case. Even when the perforation is large 
and the opportunity for drainage is abundant, the disease 
may spread to the intracranial structures. Three elements 
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enter largely into the question of extension : (a) the char- 
acter and virulence of the infection; (fc) the anatomic 
arrangement of the parts; and (c) the patients resisting 
power. Extension of the pathologic process may occur 
either by erosion of bone in continuity, or by escape of 
infectious material from the middle ear through the blood 
vessels, by apertures in the bone, or by the lymphatics. 
When there is conclusive evidence of disease in the mas- 
toid, otologists are pretty well agreed that the best way 
to relieve the local conditions as well as to obviate the 
danger of extension to more important structures is a 
thorough removal of the diseased tissue. 

Diagnosis. In discussing the subject of diagnosis, E. B. 
DencW states that the most prominent symptom of mas- 
toiditis in adults is pain in the region of the mastoid. This 
may be accompanied by a very profuse discharge from the 
ear; or the discharge from the ear, which has been pre- 
viously profuse, may suddenly become diminished, and this 
diminution in the discharge may be followed by a marked 
exacerbation of the pain. While pain is a very marked 
symptom, it may not be excruciating. In phlegmatic in- 
dividuals the pain is frequently not described as severe; 
the patient will simply pass sleepless nights, and on being 
questioned it will be found that the sleeplessness has been 
caused by pain in the head. Prostration is also a symp- 
tom to be borne in mind. It is impossible to have any 
considerable collection of pus within the pneumatic spaces 
of the mastoid without having the patient suflfer more or 
less severely from prostration. The temperature is prob- 
ably the least important guide in making the diagnosis. 
In some cases in adults, which have been under observa- 
tion, it has been found that the temperature was absolutely 
normal for a long period of time. In one case in particular 
the temperature observations were made every three hours 
for a period of two weeks. During this time the tempera- 
ture never rose above the normal standard, yet on opening 
the mastoid the entire cellular structure was foimd to be 
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broken down^ and the resulting cavity filled with foul 
pus. If fever is present^ it is an aid in diagnosis, and 
renders the presence of a purulent collection within the 
mastoid process probable; if absent, it does not exclude 
the possibility of a severe suppurative process existing 
within the bone. In children, an involvement of the mas- 
toid process, either following an acute inflammation of 
the middle ear or following an acute exacerbation of a 
chronic suppurative process, is always attended by a rise 
of temperature. This rise of temperature, especially in 
young children, may be considerable, the temperature fre- 
quently reaching 103** or 104° F., or even 105**. It is also 
noticeable that in child life, symptoms of general sepsis 
develop quite early as a result of mastoid suppuration. 
While in adults it is rather uncommon to observe a septic 
curve in the temperature, excepting in those cases which 
have been long neglected, and where all the signs are very 
well pronounced, it is quite common in children to find 
evidence of septic absorption within the first twenty-four 
or forty-eight hours after mastoid involvement is sus- 
pected. Temperature, then, in children, is a valuable 
point in making a diagnosis of mastoid involvement; in 
adults, it is of little value, and the absence of fever should 
never be taken as an indication that the mastoid is not 
involved. 

Auscultation of the Mastoid. In searching for signs of 
mastoid involvement either in acute or chronic otitis, be- 
fore external objective symptoms have occurred, the 
Editor^ has found the stethoscope and tuning-fork of de- 
cided value. The examination of the mastoid is made by 
placing a stethoscope with a small bell, over the tip and 
placing the handle of a vibrating tuning-fork against the 
mastoid in the neighborhood of the antrum. It is found 
that when the mastoid cells are filled with pus or granula- 
tions, or when the density is increased from bone prolifera- 
tion, the sound waves are transmitted to the ears of the 
examiner with greater intensity and for a longer time 
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than when the stethoscope and tuning-fork are placed in 
the same relative position over the opposite or a normal 
mastoid. 

In making the test no traction should be made upon 
the soft tissues, for if the skin is stretched or if it is 
pinched between the stethoscope and the handle of the fork 
the sound will be unduly increased. The stethoscope used 
has flexible tubes and a metal bell five-eighths of an inch 
in diameter. The fork which has given the best results is 
the 0^512. In a considerable number of cases examina- 
tion by this method has shown increased resonance of the 
mastoid when there were no other local objective symp- 
toms, and later, the conditions found in operating have 
proved the reliability of the test. 

Indications for Operations. J. H. Woodward^ gives 
seven objective indications for the mastoid operation: 

1. Bulging of ShrapnelFs membrane, with swelling at 
the inner extremity of the auditory canal. The upper 
posterior quadrant of the membrana tympani is known 
as ShrapnelFs membrane. Whenever, in purulent otitis 
media, it bulges into the auditory canal, and especially 
if swelling at the inner extremity of that canal be asso- 
ciated with it, we may assume that the mastoid antrum is 
seriously involved, and that the radical operation will 
probably be necessary to the patient's recovery. 

2. Persistent tenderness over the mastoid process. Per- 
sistent tenderness over the mastoid process is a symptom 
of an otitis having important proportions. It is an indica- 
tion for the radical operation, in both acute and chronic 
otitis media. In some such cases we find very little pus. 
In purulent otitis media the mucous membrane of the 
middle ear is in a state of fungous granulation, we find 
caries of the bony walls of the middle ear. Both of these 
pathologic conditions are incited by infective microorgan- 
isms, and in both the existence of pus may not be very 
evident on cursory examination. Nevertheless, in order to 
cure such states of mucous membrane, and to check the 
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progress oi the caries, and to remove the infective organ- 
isms from the chamber of the middle ear, an operation 
that penetrates to and eradicates all of the disease must 
be undertaken. We should not expect other methods to 
succeed. Our duty to operate, therefore, is quite as great 
before an abscess has formed as it is afterward. 

3. Swelling of the soft parts over the mastoid process. 
The mastoid antrum should be opened in suppuration of 
an ear whenever swelling of the tissues over the mastoid 
process is observed. In a certain percentage of cases, in- 
cision and drainage of the superficial abscess is followed 
by recovery. Some of these patients are restored to health 
after a longer or a shorter period; but in many of them 
the radical operation must be done before the patient 
recovers. It is especially important that the radical opera- 
tion be performed early in cases of chronic suppuration 
of the ear with swelling over the mastoid. Subsidence of 
the swelling in such cases can never signify that an ade- 
quate impression has been made on the disease, unless 
the improvement has been brought about by ijaeasures that 
are distinctly more effective than the usual local treat- 
ment. 

4. Granulations and fistulae in the auditory canal exter- 
nal to the drum-head are indicative of caries in the walls 
of the middle ear. The discharge in these cases is more 
or less offensive. The extent of the carious process is not 
indicated by the objective, much less by the subjective 
sjrmptoms. And no plan of treatment less heroic than a 
thorough mastoid operation offers any prospect of recovery. 

5. Persistent and relapsing fistulae behind the auricle. 
Persistent and relapsing fistulae behind the auricle should 
be cured by a radical operation. They point to the exist- 
ence of caries of the walls, and an infected state of the 
mucous lining of the tympanum, antrum and cells. Fis- 
tulas that discharge for a time and close for a period are 
perhaps more likely to be followed by sinus-thrombosis, or 
some other intracranial mischief of a dangerous character 
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than are others that remain open continuously. The indi- 
cations for early operation seem clear. 

6. Persistent, and especially ofiEensive, otorrhea. Per- 
sistent and relapsing otorrhea, especially if offensive, ought 
to be checked by thorough removal of the underlying 
infective condition of the middle ear. Failure to cure 
otorrhea by the radical operation will be observed rarely, 
if the work is done thoroughly, and if the wound is kept 
surgically clean until complete healing has taken place. 
There may be cases of purulent otitis media that are incur- 
able. There are cases that will not yield to one opera- 
tion, because all of the disease and all of the infective 
material may not be removed at the first attempt. The 
cases that prove to be incurable, and those that prove to 
be diflBcult, are either cases in which the infection has 
eaten its way slowly along for years without any very 
marked outbreaks, like a smoldering fire in the forest, 
or they are cases in which the infection is intense, and 
the attendant indifferent to the dangers of delaying opera- 
tive intervention. 

7. Sudden marked diminution, or absolute cessation, of 
a chronic otorrhea is a s3nnptom of great significance. It 
should be regarded as the signal tliat the infection has 
attacked, or is about to attack, a vulnerable part. It is a 
command to operate in the most thorough manner, and 
with the least possible delay. In such cases the sigmoid 
sinus ought always to be explored. 

6. Bacon^ finds that cases of mastoid disease occurring 
in connection with chronic purulent otitis media almost 
always require operation. The outer cortex is usually 
very dense and the antrum is apt to be filled with choles- 
teatomatous material. Unless operative measures are 
adopted in most instances there is great danger of some 
intracranial complication. It is always advisable to ex- 
amine the pus from the tympanum, under the microscope, 
and have cultures made, for much information can be 
obtained in this way, not only as to the probable severity 
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of the disease^ but also as to the prognosis. When the 
infection is due to the presence of either streptococci or 
pneumococci in large numbers^ the disease is apt to run 
a severe course, and frequently, in spite of all treatanent, 
the mastoid cells have to be opened. 

If, after incising the drumhead and applying the Leiter 
coil, and if, after the appearance of a profuse discharge, 
the temperature still remains elevated, the surgeon may 
be very certain, provided the mastoid is still tender, that 
the case is likely to require an immediate operation. For 
otherwise the inflammation may in a very few days extend 
to the sigmoid sinus or to the dura through the tympanic 
roof. This is likely to occur in the case of children, espe- 
cially when the infection is due to the presence of the 
streptococcus or pneimiococcus. Such children have a 
temperature of 104° to 105® P., a rapid pulse, complain of 
but little pain, and lie in a semi-dazed or stupid state, and 
seem to be very ill. When the pneumococcus is found in 
the discharge from the ear, the lungs should be examined, 
because an elevated temperature in such a case may be 
due to a central pneumonia, which is not always detected 
at once. J *j 

In addition to other symptoms indicating the necessity 
for opening the mastoid, E. B. Oleason^ attaches great 
importance to continued tenderness to pressure on the tip 
of the mastoid. When a destructive process is going on in 
the tip some of the otherwise reliable symptoms, such as 
swelling and tenderness of the upper posterior wall of 
the meatus, are not seen. When caries occurs in the bony 
wall separating the large cells in the tip from the smaller 
cells above there will often be sufficient drainage through 
the antrum and middle ear and hence no swelling of the 
wall of the meatus. Under such circumstances Gleason 
has several times found the mastoid process one large pus 
cavity, all evidences of cell structure having disappeared. 
Access to the antrum and tympanum was secured only by 
scraping away granulation tissue and intervening bone. 

a) Internat. Med. Mag., Aug., IWl. 
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These so-called mastoid tip cases are dangerous if 
neglected, because the pus, instead of finally penetrating 
the external cortex, may find its way through the inner 
surface of the tip to the digastric fossa and thence beneath 
the skull or behind the muscles of the neck into the chest. 
Some of the older writers detail cases of lingering tor- 
tures and final death in cases of this kind. In one in- 
stance, necrosis of the cervical vertebrae occurred, with 
general paralysis from partial dislocation and pressure 
on the spinal cord. Death suddenly occurred while at- 
tempting to move the patient in his bed. 

In neglected cases of mastoid suppuration the external 
cortex is generally sooner or later perforated. An effusion 
takes place beneath the mastoid periosteum which is dis- 
sected up from the bone. If now the patient's head is 
viewed from behind the affected auricle is seen to project 
from the side of the head to a greater distance than its 
fellow. Later on the pus penetrates the periosteum and 
gravitates into cellular tissues of the neck, immediately 
beneath the skin. Under such circumstances, pressure 
upon the superficial abscess causes pus to flow through 
the mastoid process, the middle ear and finally to escape 
from the meatus. 

Tenderness on pressure over the mastoid process in un- 
favorable cases is soon succeeded by pain, which usually 
extends over the entire side of the head and is sufficiently 
severe at night to prevent sleep. The tongue is coated and 
the appetite suppressed. The patient eats little and sleeps 
less. His temperature may reach 102°, although in some 
cases it is nearly normal. The face after some days as- 
sumes an expression of anxiety and suffering. The torture 
is evidently extreme, principally perhaps because it is long 
continued. Some of these cases will progress to a favor- 
able termination as the result of judicious treatment, but 
only after long-continued suffering. It would seem judi- 
cious, therefore, if pain be not relieved by a week or two 
of treatment, to make an ''exploratory incision'' or to 
open down to the mastoid antrum; an operation that, in 
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skilled hands^ can do no harm. So unreliable are all 
symptoms of caries of the mastoid process, that the opera- 
tor may find the mastoid process a large pus cavity, or may 
chisel through apparently normal bone until in the neigh- 
borhood of the antrum, where the bone in such cases 
usually is found red and soft. In either case the operation 
is followed at once by an entire cessation of pain and 
otorrhea, and the usual ultimate result is practically nor- 
mal hearing. 

In acute otitis media with mastoid involvement, E. B. 
DencW is strongly in favor of early operation. Abortive 
treatment should be limited to those cases seen in the ear- 
liest stage, and in which there is simply a fear that mas- 
toid involvement may occur. When there is well-marked 
mastoid tenderness, and when there is narrowing of the 
meatus, it is unwise to attempt to abort the inflammation 
by the local application of cold or by the local abstraction 
of blood. It is much better to keep the patient perfectly 
at rest and under observation for a day or two without the 
use of any abortive measures than to mask the symptoms 
by external applications. If at the end of twenty-four or 
forty-eight hours the condition is not changed, the sur- 
geon is certainly warranted in operating upon the mastoid 
process. An exploratory operation in this region is cer- 
tainly as justifiable as exploratory laparotomy. At the 
present day, the surgeon does not wait until he is absolutely 
certain that a case of appendicitis will not recover with- 
out operation; he does not delay until the patient is in a 
desperate condition, but by early operation prevents the 
patients condition from becoming serious. The aural 
surgeon should adopt exactly the same rules. If a case is 
doubtful he is fully justified in doing an exploratory 
operation. If nothing is found, no damage is done. If 
this rule is observed many lives will be saved which will 
be lost if the abortive plan of treatment is followed. 

Operation. E. B. Dench^ believes that a large opening 
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in the bone is of great importance in mastoid operations, 
and that strict attention to asepsis should be exercised. 
If the opening in the mastoid has been large and the asep- 
tic technic has been perfect the accidental wounding of 
the sinus is not a serious matter; the hemorrhage can be 
controlled by pressure applied with a pad of gauze held by 
the assistant, and the surgeon can proceed with the opera- 
tion. If, on the other hand, a small opening is made in 
the mastoid, and the sinus is accidentally entered, it is 
impossible to finish the operation and at the same time 
control the hemorrhage. Again, it should be remembered 
that^ even in cases in which there seems, on examination, 
to be slight mastoid involvement, the inflammatory process 
may have been so extensive as to have already invaded 
the lateral sinus, or to have caused a localized infection 
of the meninges. Under perfect surgical technic the dis- 
covery of such a condition enables the surgeon to imme- 
diately relieve the patient, while, on the other hand, if 
the operation is conducted carelessly, the intracranial in- 
volvement must be a very serious matter. The possibility 
of intracranial involvement in even the most acute cases 
is certainly an argument for thorough and complete oper- 
ation in every instance. Another reason for making the 
operation extensive is that the large opening in the bone 
enables one to determine whether or not any intracranial 
inflammation is actually present. All softened bone is 
removed, and each area of softening is followed until firm 
bone is reached. If this is done, there is no possibility of 
the surgeon overlooking an extension of the infection to 
the intracranial structures. If, on the other hand, a small 
opening is made, and softened bone simply curetted out 
through this, the parts are not under immediate inspection, 
and an extension of the inflammation may be overlooked. 
The topography of the mastoid varies so greatly in dif- 
ferent individuals that unless the large opening is made 
it is impossible for the operator to thoroughly remove 
every focus of infection without running the risk of invad- 
ing some important region, such as accidentally entering 
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the middle fossa or the imintentional opening of the lat- 
eral sinus. The possibility of such an accident renders 
strict attention to aseptic technic absolutely necessary. 
While it is usually possible for the operator to avoid the 
accidental opening of the lateral sinus, and while he will 
seldom enter the middle cranial fossa without intending 
to do so, such accidents may occur to the most skillful 
operator. 

In all cases the mastoid antrum should be opened and 
free communication with the middle ear established. 

0. Lenoir^ first opens the antrum and then extends the 
operation in the different directions as the conditions in- 
dicate. 

B. Lake^ believes that after the radical mastoid opera- 
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tion the posterior meatal flap should he removed, because 
after it has been turned back to line the roof of the opera- 
tion cavity, as is usual, the ceruminous glands in the flap 
continue to functionate, and the cerumen produced is un- 
able to Escape. Deafness occurring a considerable time 
after such operations is often due to an accumulation in 



(1) 

(2) 



Rev. de Chirurgie, 
Jour, baryng., Rh: 



Oct., ISOL 
hin., Ot, March, 1901. 



Digitized by 



Google 



MASTOID DISEASE. 189 

the mastoid cavity. The delayed appearance of the deaf- 
ness may be due in part to the large cavity there is left to 
fill and in part to the inactivity of the glands for some 
time after the operation. 

The postanricular incision, as usually made, is from a 
quarter to a half inch behind the attachment of the auricle, 
and extends from the tip of the mastoid to a point above 
the auditory meatus. G. Marion^ carries the first incision 
but little above the level of the meatus, but makes another 
at right angles to it, as shown in Figs. 16 and 16. 

Mastoid Operation Under Local Anesthesia. G. Alex- 
ander reports eleven cases of mastoid operation performed 
in Politzer's clinic under cocain anesthesia. General nar- 
cosis was contraindicated for various reasons, such as 
nephritis, anemia, pleuritis or pregnancy. The amount of 
cocain used in each case varied from .07 to .14 gm. Each 
step of the operation was preceded by the thorough infil- 
tration of the tissue down to the bone. Little absorption 
of the cocain is supposed to have occurred because of the 
free hemorrhage. No attempt was made to anesthetize 
the deeper structures except when the granulations or the 
endosteum were sensitive. All the cases except one were 
able to remain quiet during the operation. While the 
analgesia is not absolute, Alexander thinks the plan pos- 
sesses advantages which in some cases are so marked that 
he recommends the methods in all cases where the confi- 
dence and cooperation of the patient can be secured. In 
five of the cases reported the patient suffered no pain 
either during or after the operation and had a good appe- 
tite for the next meal. The other cases experienced a 
moderate amount of pain in the head or wound. 

Non-Operative Treatment of Mastoiditis. G. Bacon^ 
has treated forty cases of acute purulent otitis media com- 
plicated with acute inflammation of the mastoid cells and 
found it necessary to do a mastoid operation in but ten 
cases. In two of these ten operations a subsequent opera- 

8) Semalne med.. Aug. 21» 1901. 
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tion for sinus thrombosis was performed. Of these latter 
cases — sinus thrombosis — one terminated fatally. This 
was the only death in the forty eases. In thirty cases^ or 
75 per cent, the mastoid cells were not opened. Of these 
forty patients the ages varied from 6 to 66 years. There 
were twenty children under 15 years of age. Of the twenty 
children sixteen were males and four females. Of the re- 
maining twenty adults^ ten were males and ten females. 

The general plan of treatment which Bacon follows in 
acute purulent otitis media, especially when complicated 
by acute inflammation, is as follows : 

Leeches. A great many cases of mastoid disease can be 
cut short in the first stage if, instead of administering 
opiates to relieve the pain, or perhaps phenacetin or quinin 
to reduce the temperature, which is very often high in the 
case of young children, we apply leeches at once. When 
the patient is seen at the outset of the attack, leeches 
should be applied just in front of the tragus, if the middle 
ear is involved. If mastoid tenderness exists, a leech 
should be applied behind the auricle, over the antrum, or 
the lower portion of the mastoid process. The artificial 
leech, consisting of a scarificator and cupping glass, is to 
be preferred to the natural leech because it is always on 
hand, while natural leeches are frequently very difficult 
to obtain, especially at night. Most persons, besides, have 
a great dislike to leeches, and frequently the hemorrhage 
from a leech bite is very difficult to control. Instances 
have been reported in which almost fatal hemorrhage has 
resulted from the use of natural leeches. 

Medicinal. The patient in the first stages should be 
put to bed and given very light diet, especially when there 
is much fever. Calomel should be administered in 1-10-gr. 
tablets — one every hour for six doses, or until a laxative 
eflfect has been produced. Tincture of aconite in one-drop 
doses is also an excellent remedy in the early stages. 

Cold. If the mastoid process is tender on pressure, and 
the inflammation of the cells has followed an acute otitis 
media, the Leiter coil should be applied (after having Ifirst 
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Tised the artificial leech), and the cold should be kept up 
for at least forty-eight hours. The use of the artificial 
leech and the application of cold will often ^shorten the 
attack. The coil will frequently relieve the pain at once, 
but should not be left on longer than forty-eight hours for 
fear of masking other important symptoms. 

Paracentesis. In the meantime the condition of the 
drumhead should be watched with such care that as soon 
as there is any bulging a free incision may be made in 
the membrane along its posterior border, from a point 
behind and below the stapes to the lower border of the 
drumhead, and close to the bony canal. In all cases of 
scarlet fever, measles, diphtheria, influenza, and especially 
when the infection is due to the streptococcus or pneumo- 
coccus, it is advisable to make an early incision in the 
drumhead, even if the latter is not bulging, especially 
when there is acute inflammation of the mastoid cells and 
the patient has considerable fever. After having incised 
the membrana tympani, the object of treatment should be, 
first, to promote the discharge. This is best accomplished 
by douching the ear frequently with a warm boric-acid 
solution (boric acid dr. 1, water oz. viii), or a bichlorid 
solution (1:1000). Secondly, we should try to destroy 
the micro-organisms. Frequently when spontaneous rup- 
ture has taken place, the perforation is so small that the 
opening should be enlarged. The size of the opening is 
most important, for the successful outcome of the case 
depends on a free incision having been made. In some 
cases, after incising the membrana tympani, the surgeon 
will be disappointed to find that only a slight bloody serous 
discharge escapes. Usually, however, within twenty-four 
hours this will be followed by a profuse discharge, and a 
fall in the temperature. 

This conservative line of treatment should never be fol- 
lowed out except by one who has had considerable experi- 
ence in aural diseases, and can recognize very early the 
more serious symptoms which would decide the surgeon 
to opien the mastoid cells. The aural surgeon should be in 
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close touch with the patient, and if he does not see him 
each day, he should be in a position to know his exact 
condition so that he can operate at a moment's notice 
in case of necessity. 

The aural surgeon should do all in his power to cure 
his patient without opening the mastoid cells. If, how- 
ever, the latter operation becomes necessary, he should 
not hesitate for a moment not only to remove all diseased 
tissues from the mastoid antrum to the tip, but he should 
be fully competent and prepared to operate at all times 
on any intracranial complication. 

The statistics of 100 successive mastoid operations in 
the New York Eye and Ear Infirmary are presented by 
E. W. Pyle.^ Eleven of the cases were radical operations, 
the apophysis, posterior wall, and ossicular remnants being 
removed (seven in adults, four in children). Nine of 
these gave evidences of cholesteatoma, showing the relative 
frequency of this complication in chronic cases. Twenty- 
two were extradural abscesses: six in children, following 
exanthemata; sixteen in adults, due to chronic influences. 
Five had sinus thrombosis (one adult, two adolescents, 
two children, ages 4 and 6 years), youth having the pre- 
ponderance, which is against the rule. In nineteen cases 
the middle fossa was exposed. In thirty the sinus was 
uncovered; twenty-four by erosion, three by accident, three 
intentionally. No meningeal irritation followed these ex- 
posures. As asepsis could not be perfect from the very 
nature of purulent wounds, the inference is that the dura 
possesses a resisting power to pathogenic invasions greater 
than most protecting membranes. 

Incisions, Dressings, etc. Excepting in the Stacke oper- 
ations, the integument was invariably incised at right 
angles to the primary incision, on a level with the center 
of the external meatus, extending posteriorly one inch. 
This relieved tissue stress consequent upon retraction, 
facilitated operation by good exposure, and invariably 
healed by primary union. Iodoform gauze was used in all 

(1) Arch, of Otol.. June, IWl. 
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first dressings^ and discontinued thereafter for the plain 
sterilized variety, unless there were special reasons for 
stimulating granulations. In the radical operations the 
dressings were made mostly through the canal, and at the 
earliest possible date the auricle was pressed toward the 
head, to favor posterior healing and to relieve deformity. 
As soon as granulations would permit, dermatization was 
hastened by discarding gauzes, dusting with xeroform and 
admitting air freely. 

Transfusions. The life-giving impetus of the hot nor- 
mal-saline solution was manifested in four cases. They 
were administered through the median cephalic vein at a 
temperature, in the reservoir, varying from 110** to 125**. 
The most marked reaction followed the transfusion of 
thirty-two ounces at the last temperature. Experiments 
have proved that hemoglobin is not coagulated under 140 **. 

Conclusions. The children, numerically four less than 
the adults, furnished three times as many acute cases; 
the adults three times as many chronic cases as the chil- 
dren; illustrating that the greater number of mastoid 
inflammations, sooner or later, demand surgical interfer- 
ence. Thirty-seven cases of subperiosteal accumulations 
and eleven adults giving evidence of having had cortical 
perforations, show clearly the insuflBcient efforts nature 
had made to repair, as they had finally to yield to operative 
necessities. Forty-five acute cases furnished 33 per cent 
of the intracranial complications, mostly in children, and 
all lived. Fifty-five chronic cases furnished QQ per cent 
of the intracranial complications, of which four died; 
illustrating the value of normal periosteums and phago- 
C3rtic properties of white corpuscles to resist pathogenic 
invasion and emphasizing the importance of prophylactic 
treatment. Four cases were operated upon, perhaps too 
early and ill-advisedly, but beyond the possibility of a 
doubt, ninety-six would have been vastly benefited by ear- 
lier operative procedure. 

Prognosis as to Hearing. The question of how a mas- 
toid operation will affect the hearing sometimes becomes 
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important. Grossman^ has investigated this subject and 
finds : 1. In cases in which the labjrrinth is not diseased 
improvement may be expected, especially if the impair- 
ment before the operation has been considerable. 2, When 
functional tests show that the perceptive apparatus has 
become involved, improvement cannot be expected. In 
45.9 per cent of the cases hearing remained the same; in 
38.8 per cent of the cases it improved, while in 15.3 per 
cent it diminished. 

Hysteric Hastoiditis. G. Liaras^ reports five cases of 
hysteric mastoiditis. In some there was or had been ear 
disease, but the pain in the mastoid was out of proportion 
to the objective symptoms. The pain, as a rule, was gen- 
eral, constant, not radiating but extending over the entire 
mastoid. The fever and prostration usually attending mas- 
toiditis were, of course, absent. Such ailments yield to 
suggestion or sham operation. In making a diagnosis of 
hysteric mastoiditis the local conditions, absence of con- 
stitutional symptoms, and the neurotic tendencies of the 
patient should be considered. 



OTITIC BBAIN ABSCESS. 

Accumulations of pus within the cranial cavity may be 
either extradural, intradural, intracranial or intravenous. 

Extradural Abscess. Extradural abscess of otitic origin 
usually occurs immediately over the attic or the antrum. 
The roof of these cavities is usually very thin, sometimes 
absent. The infection may reach the cranial cavity either 
by necrosis of bone in these localities or by passing through 
openings in the thin bony wall. In all mastoid operations, 
if the symptoms offer a suggestion of pus within the cra- 
nial cavity, the dura above the mastoid antrum should be 
exposed. If the ordinary rules of asepsis have been ob- 
served no harm can come from such exposure, and un- 



(1) Arch. f. Olirvnhenk., B. 68, H. 1 u. 1 
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donbtedly lives would often be saved if this simple proced- 
ure were more frequently carried out. 

Intradural Abscess. Whenever the symptoms previous 
to operation point toward intracranial abscess, or upon ex- 
posure of the dura indications of unusual pressure are ob- 
served, the brain should be explored for the presence of pus. 
The considerable number of fatal cases reported in which 
the symptoms at least suggested a brain abscess and au- 
topsy revealed its presence, leads to the belief that in mas- 
toid operations the interior of the brain is not explored as 
often as it should be. 

Operation. C. A. Ballance^ gives the following steps in 
the operation for otitic brain abscess : 

1. Sterilization of the skin. Shave the scalp, scrub it 
with ethereal soap and sterilized water, wash the soap 
away with sterilized water, rub firmly with turpentine on a 
sterile swab and then again with ether. If the operation 
is not to be done immediately, apply sterilized lint soaked 
in a glycerin solution of perchlorid of mercury (1 to 
1,000). If the operation is to be proceeded with at once, 
swab the skin with strong carbolic or perchlorid lotion. 

2. Anesthesia. The anesthetic should be chloroform 
and it should be given warily, for, especially in cases of 
cerebellar abscess, respiration is apt to cease. On two 
occasions it has happened that with the first few inhala- 
tions of chloroform respiration ceased and the operation 
had to be completed during the performance of artificial 
respiration. Neither morphia nor strychnia shoxdd be ad- 
ministered before the dura has been opened. 

3. Incision of the scalp. A flap is to be preferred to a 
crucial incision. It should be cut with its base downward 
and should be considerably larger than the opening de- 
signed to be made in the skoll. 

4. Opening in the bone. Failure may result from neg- 
lect of the rule of surgery to make a free opening. The 
ti^hine employed should be five-eighths of an inch in 
diameter, of slightly conical shape, and should have the 

(1) Lancet, May 25, 1901. 
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teeth outside. In temporo-sphenoid abscess the site of ap- 
plication should be about seven-eighths of an inch above 
the supra-meatal spine, the object being to expose the low- 
est part of the middle fossa just external to the tegmen 
antri and tegmen tympani. Immediately above these teg- 
mina are the tissues in which, as a rule, the infective proc- 
ess first develops. When the disc of bone has been removed 
by the trephine, more bone shoxdd be cut away with small 
saws, forceps, or Cryer's drill tmtil the opening in the 
skull is enlarged to a paralellogram measuring one and 
three-quarters inches antero-posteriorly and one inch verti- 
cally. The lower edge of the parallelogram is marked by 
that of the trephine opening. Three-quarters of an inch 
of its antero-posterior extent should lie behind the center 
of this aperture and one inch in front. The lowest part 
of any abscess in the temporo-sphenoid lobe can be efii- 
ciently drained through this opening, and the bone disease 
which is the source of infection can be directly observed 
and removed. In one case a temporo-sphenoid abscess 
was opened at its highest part and life was only saved by 
making a counter-opening in the situation here recom- 
mended, the man having been some weeks in a condition 
of cerebral irritation. If the abscess is above and behind 
or above and in front of the opening, more bone should be 
taken away, so as to completely expose the surface of brain 
which is external to it, or if the surgeon so prefer he may 
make a trephine opening higher up and utilize the lower 
aperture as a counter-opening. The former method is 
•recommended. In operating for cerebellar abscess the 
same trephine should be used. It should be placed on the 
bone so that its anterior edge touches the posterior border 
of the mastoid process. Its upper edge should be just be- 
low Reid^s base line. In this way the horizontal and verti- 
cal portions of the sigmoid sinus are avoided. The open- 
ing should be enlarged backward and downward until it 
is quite one and a quarter inches in antero-posterior and 
one inch in vertical extent. The opening may require en- 
largement, especially in cases where the abscess extends 
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into the posterior part of the lateral lobe. It cannot be 
carried forward witiii much advantage^ as the vertical por- 
tion of the sinus is in the way of incision of the dura in 
this direction. It is to be especially remembered that the 
removal of bone, while comparatively easy before the in- 
cision of the dura mater, is not so satisfactorily accom- 
plished when the membrane has been incised and the brain 
is bulging under pressure. 

5. Incision of the dura mater. Here, again, a flap is 
preferable to a crucial incision. A small aperture should 
be made with a knife and the flap (having its base up- 
ward) should be cut with fine blunt-pointed scissors. Great 
care must be taken to avoid wounding the vessels of the 
cortex, which are forced by the intracranial pressure into 
close contact with the membrane. 

6. Discovery and incision of the abscess. When there 
is suflBcient opening in the bone it may be possible to de- 
termine by palpation that the abscess is immediately sub- 
cortical. An incision should at once be made through the 
intervening portion of the brain substance into the abscess 
cavity, care being taken to avoid wounding the vessels in 
other parts of the body. The use of a trocar and canula, 
a pus-seeker, or other special instrument is unnecessary 
and contrary to surgical principles. If the site of abscess 
is not obvious, it must be sought for by exploratory punc- 
ture, and in so 'doing it should be remembered that the 
site of the abscess is almost certainly close to the bone dis- 
ease which gave rise to it The best instrument to use is a 
sharp-pointed, long and narrow knife. In the brain, as 
elsewhere, clean-cut wounds heal more readily than any 
others, and there is certainly less risk of the abscess being 
missed when search is made for it with a sharp knife than 
when any other instrument is employed. Gases could 
be related of (1) the trocar and canula missing the ab- 
scess; of (2) trocar and canula passing through the ab- 
scess without tapping it; and of (3) trocar and canula 
striking the abscess, but failing to penetrate its capsule. 
The following is an instance of trocar and canula failing 
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to eTacoate a large abscess. The brain was explored in 
various directions with a trocar and canula^ with a negative 
result. At the necropsy there was found a large abscess 
with very thick walls, containing four ounces of green 
offensive pus. So thick was the wall that the abscess 
shelled out whole and could be rolled about the table. In 
fact, it needed a sharp plunge with the knife to open it. 
The use of the knife for the evacuation of an abscess of 
the brain is not a new operation, but was taught and prac- 
ticed more than a century ago. 

7. The further treatment of the abscess. When the 
cavity is not entirely closed by the waves of brain sub- 
stance it may be gently irrigated with a weak antiseptic; 
but on no account should this be done unless two drainage- 
tubes are so arranged as to insure the free escape of the 
fluid. Sterilized normal saline solution is reconmiended. 
Unless the opening in the cortex is large the cavity should 
not be packed with gauze, because the tampon tends to 
obstruct the free exit of septic material. In one case of 
abscess of the temporo-sphenoid lobe a large area of bone 
was removed. The inner wall of the abscess which was 
at first treated by gauze plugging soon came to form part 
of the outer surface of the brain and was thus directly 
accessible for dressing. The best results ensued. 

As to drainage-tubes, the rules for their use in abscess 
of the brain do not differ in any way from those which 
apply to their employment in the healing of suppurating 
areas elsewhere. When a tube has been successfully intro- 
duced it should not be disturbed for some time. The most 
successful cases treated in this way are those in which the 
tube remains undisturbed for many days. Tubes are short- 
ened or removed only as the cavity heals from the bottom. 
The nature of the tube is of little consequence. All tubes 
are liable to become blocked with brain debris. 

In the case of a small abscess deeply placed in the ante- 
rior and inner portion of the cerebellar hemisphere the 
surgeon may be unwilling to use the knife for evacuation. 
Kecourse must then be had to the exploring trocar and 
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canula, the latter having rings attached by which, when 
it has penetrated the abscess, it may be immediately fixed 
to the scalp by silkworm gut Many a case has been lost 
after the pns has been evacuated owing to failure to re- 
introduce the tube in the proper position. The trocar and 
canula should be of platinized silver. In the event of a 
counter-opening being made or of drainage occurring 
through the external auditory meatus, gentle irrigation 
through the diseased area of brain is beneficial, just as it is 
in cases of abscess with a counter-opening elsewhere. 

8. Closure of the wound and dressing. An aperture is 
now made at the base of the flap of the size of the opening 
in the brain, and the edge of the flap is replaced in position 
and sutured with fine sUkworm gut. A powder may be 
used for dusting around the woimd, but it should be ster- 
ilized. The dressing may be of sterilized cyanid gauze, 
either used dry or wrung out of carbolic lotion (1 in 40). 
A dry sterilized cyanid dressing is recommended and the 
bandage should, if possible, be so managed as not to cover 
the forehead. 

9. After-treatment. This is a matter demanding the 
close personal attention of the operator. The dressing 
may require to be changed daily or not at all, according to 
the nature of the disease and the condition of the wound. 
The bowels should be kept open by the administration of 
some preparation of mercury. In septic cases the pill of 
colocynth and hyoscyamus U very eflScient in clearing the 
intestines of foul-smelling feces. In regard to food it may 
be noted that barley water and beef tea are often borne 
by the stomach when milk is rejected. Hepmia cerebri is 
an evidence of sepsis. It is best treated by sterilized anti- 
septic dressing. To prevent the dressings from adhering 
to the hernia some form of protective should be used— « 
perhaps gold leaf is the best. Slight elastuj pressure is 
useful in the later stages of the treatment. 

10. Eecurrence of symptoms. It is by no means un- 
common to have a return of the symptoms a few days after 
the evacuation of the abscess, due either to the refilling of 
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the abscess cavity from faulty drainage or to the forma- 
tion of a new abscess in another part of the same lobe. In 
the cerebellum it is by no means infrequent to have a sec- 
ond or even a third abscess. Instead of concentrating the 
attention on the original site of abscess^ the new symp- 
toms, such as high temperature, rapid irregular pulse, 
screaming fits, retraction of head, general twitchings, vom- 
iting, drowsiness, etc., may suggest conditions such as men- 
ingitis or acute distention of the ventricles which are not 
present. The surgeon being led astray by these specu- 
lations may fail to act wisely. Many are the vicissitudes of 
the days and weeks that follow the operation. To be able 
to choose with certainty and to carry out with precision 
the various measures which make for success and oppose 
a disastrous termination, the surgeon must have at his 
command an exact knowledge of the significance of the 
various symptoms that arise and of the resources and meth- 
ods available for their systematic treatment. 

Preysingi reports three cases of death from train abscess 
in which careful diagrams of the anatomic relations of the 
abscess were made after post-mortem examination. Two 
of the cases are given as follows : 

Case 1 (Plate VI). An abscess of the right temporal 
lobe was opened after radical operation; leptomeningitis 
and death followed: Autopsy of the cranium: A large 
funnel-shaped wound behind the right ear, embracing the 
entire mastoid process and the lower part of the squama, 
leads to the tympanum, and the floor of the middle and 
posterior cranial cavities. The sigmoid sinus down to the 
jugular bulb, the tegmen of the antrum and tympanum, 
and a small part of the brain under the squamous por- 
tion are exposed. The sigmoid sinus is not thrombosed 
and is covered with recent granulations; a perforation 
of the dura of the middle cerebral fossa exists externally 
to the tegmen tympani and communicates with a cavity 
in the right temporal lobe of the size of a pigeon^s egg, 
which still contains pus and dirty granular masses, and 

(1) Arch, of Otol., April, 1901. 
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Brain Abscess. Illustrating Preysing's Article. 
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is lined with tough walls. The cerebral convolutions are 
flattened and the pia of the convex surface of the right 
hemisphere is hyperemic; at the base it is infiltrated with 
pus. The dura shows on its inner surface ecchymotic 
spots. The substance of the brain about the abscess is 
cloudy, soft and discolored. 

Case 2 (Plate VII). An abscess of the right temporal 
lobe was incised after a radical operation. The tenacious 
contents did not escape, but ruptured into the lower horn 
of the lateral ventricle and caused death by purulent lep- 
tomeningitis. Autopsy of the cranium: The wound in 
the right temporal bone embraces the region of the mas- 
toid, tympanum, and antrum, and extends into the middle 
and posterior cranial fosssB. The dura appears normal, 
except for an area as large as a pinhead, just between the 
roof of the antrum and the edge of the pyramid, just back 
of the right superior semicircular canal, where it is dis- 
colored a dirty reddish-brown. A horizontal section of the 
brain discloses a large abscess in the right temporal lobe, 
with dirty granular contents. The walls are firm and are 
surrounded by softened and discolored cerebral substance. 
The right lateral ventricle is distended with thick green 
pus, displacing the ventricular septum. A large opening 
establishes communication between the abscess and the 
inferior horn of the ventricle. The brain substance be- 
tween the abscess cavity and the squama is fully 1 cm. 
thick, but between the cavity and the tegmen it measures 
only i mm. On the lower-outer portion of the abscess a 
hemorrhagic area indicates the line of incision made at 
operation. The pia of the convexity is extremely con- 
gested. A large circumscribed pus focus is situated be- 
tween the upper surface of the cerebellum and the ten- 
torium and extends along the sigmoid sinus and the audi- 
tory nerve. The sinus is not thrombosed and is of normal 
appearance, excepting a sanguineous discoloration on the 
surface exposed by the operation. 

Healing of Brain Abscesses. Passow^ reports the case 

(1) Arch, of Otol.. Feb., 19W. 
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of a man who commiited auicide Beventy days after an 
otitic brain afascefis had been drained. The patient had 
purulent otitis media with mastoid symptoms for one 
month. Operation. Periosteum was dightly thickened. 
Blood-points appear here and there on the planum. After 
the first stroke of the chisel, creamy pus welled out, which 
was under high pressure. The cortex was removed and 
a large cavity laid open, which was filled with pus, granu- 
lation tissue and bone grit. The sinus was bare to a large 
extent, and covered with granidations. The mastoid tip 
contained a large cell filled with pus. The cavity, which 
communicated with the tympanum, was scraped out with 
the curette. Superiorly, the dura mater covered with 
flabby granulations, was bare. In scraping off the latter 
pus oozed out from above and the probe entered a cerebral 
abscess about 3 cm. deep. The opening in the dura waa 
enlarged by a cross-cut, and, after all the pus had drained 
out, the abscess was loosely filled with gauze. The same 
material was used for tamponing the mastoid cavity and 
external canal. The next day some pus escaped from the 
cerebral abscess ; tamponing was omitted and as the secre- 
tion ceased the incision in the dura was allowed to close. 

The course of healing was favorable. After one we^ 
the discharge from the tympanum ceased; the perfora- 
tion of the drum closed and the function improved rapidly 
from 4 m. for whisper to nearly normal. The mastoid 
wound looked well and became smaller. Patient was dis- 
charged from the hospital one month after operation, but 
continued to return for treatment. A recurrence of the 
otitis media and pain in the head caused melancholia and 
the patient cut his throat with a pocket knife, dying within 
a few minutes. 

Autopsy. The skull-cap was thick and the dura in sev- 
eral places adherent to the bone. In lifting the brain a 
piece the size of a large pea remained attached to the teg- 
men tympani. This left a defect in the brain, from which 
a barely visible cicatrix, 1.5 cm. long, without pigment, 
softening, or fibrous tissue, could be traced into the brain- 
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substance. On detadiing the diiTa from the iegmen tym« 
pani the opening made by the operation was recognized and 
found filled with loose cicatricial tissue. The gauze in the 
mastoid wound was impregnated with serous but not with 
purulent secretion. Careful examination of the mastoid 
woimd nowhere revealed diseased bone. The wound had 
closed considerably. The middle ear was in normal con- 
dition. The fact was noted that the tegmen iympani on 
the healthy side was exceedingly tiiin and cribiform. Inci- 
dentally a small lenticular osteoma with sharp notched 
edges was found in the falx cerebri. 

Bemarks : An acute otitis media had caused a mastoid- 
itis and the formation of a perisinuous and a small cere- 
bral abscess. As unfortunately frequently occurs, the 
symptoms were insignificant compared with the serious- 
ness of the disease. Even the extensive destruction in ihe 
mastoid process could not be diagnosticated with certainty 
before the operation. Only the irregularity of the pulse 
aroused the suspicion that the process had reached the cra- 
nial cavity. It is not surprising that the cerebral abscess 
itself had not caused any conspicuous symptoms, as it was 
only in its incipiency. The course of healing was extremely 
favorable. The discharge from tiie brain abscess ceased 
on the second day. 

Macewen states tkat the cavity of even large cerebral 
abscesses of acute origin fills up within a few hours after 
evacuation, by the expansion of Ihe formerly compressed 
brain-tissue. The same had happened in the above case, 
and at the post-mortem nothing could be seen of the upper 
part of the abscess but a barely visible linear scar. Only 
the part next to the dxrra had not closed immediately, but 
was filled with cicatricial tissue continuous with the cica- 
trix of the dura. A microscopic examination was made 
of a section through the dura and the cicatricial tissue at 
the place of the operation. The dura mater around the 
cicatrix is thickened ; it thins out toward the perforation 
and is entirely missing for a distance of 1.6 mm. ; there it 
is replaced by a thin layer of connective tissue, which — 



Digitized by 



Google 



204 THB EAR. 

as shown tindep a higher power — consists of spindle-cells 
with interspersed leucocytes. The pia mater is closely 
attached to the dura and it is gradually lost in the cicatrix. 
The substance occupying the abscess cavity is partly cica- 
tricial tissue and partly degenerated brain-substance. The 
cerebral cicatrix proper is recognized as the part above the 
perforation, and especially two cords, which, starting from 
the dura, run for about 3 mm. into the brain-substance, 
the one parallel to the dura, the other nearly at right angles 
to it. These two cords consist of fixed connective-tissue 
cells, between which are situated small round cells and 
larger cells with large nucleus and granular protoplasm. 
Elements of nerve tissue cannot be found in these cords. 
In the cord parallel to the dura a group of large polynu- 
clear giant-cells are noticed lying close to several winding, 
tape-like bands, which are highly refracting and do not 
take the stain. These bands are partly frayed and the 
giant cells are deposited between the fibres. Evidently — 
as Dr. Hegener has found — ^these bands are cotton-fibres, 
left from the dressing material and healed into the brain- 
substance. The giant-cells must be considered as ^^foreign- 
body giant-cells.^^ Between and around the above-described 
cords the glia tissue is ill defined, very vascular, and con- 
tains also numerous round cells. The nerve cells are irreg- 
ular in shape, of diflEerent sizes, devoid of processes and 
partly of nuclei. The cerebral tissue around the cicatrix 
(within a radius of 7 mm.) shows similar changes. There 
also the nerve cells are of irregular form and without proc- 
esses ; in some the nuclei are missing. Here and there are 
groups of round cells. The blood vessels are dilated. 
There is no sharply defined boundary line between the 
abnormal and the normal tissue. 

Oscar Dodd^ reports a fatal case in which a mastoid 
operation was done, and later the wound was reopened and 
the brain examined because of cerebral symptoms. At 
the autopsy a brain abscess was found arising from a puru- 
lent accumulation in the body of the sphenoid which had 

(1) Laryngoscope, May, 190L 
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not been recognized dnring life. The otitis media and 
resulting mastoid trouble were probably due to infection 
from this pus cavity. This case emphasizes the impor- 
tance of searching for possible as well as probable causes 
of brain diseases. 

Cranial Cholesteatoma. 0. Komer^ reports a case of 
true cholesteatoma of the posterior cranial fossa arising 
from a suppurative otitis media. The patient, a man aged 
41, when admitted to the hospital, complained of pain in 
the left side of the head and deafness of left ear. There 
had been a profuse purulent discharge from the ear, which 
had ceased a month before. Midway between the left ear 
and the occipital protuberance was a somewhat soft, flat- 
tened swelling about one and one-half inches in diameter. 
There was no change in the skin over the swelling. 
Through the center of the swelling a triangular defect in 
the bone could be felt. This opening had sharp edges; no 
pulsation could be felt through it. There was apparently 
no change in the mastoid region. The left auditory canal 
was unchanged; the membrana tympani was dull and 
thickened, somewhat bulging and reddened posteriorly. 
Puncture brought only blood and serum. Nothing note- 
worthy on the right side. No disturbances of equilibrium. 
The only abnormal condition in the eyes was optic neuritis 
and beginning venous stasis in both, most marked in the 
left. Temperature 37*" C, puke 96 to 104. Speech and 
facial movements undisturbed. 

Operation next day. As soon as the swelling was incised 
there was a flow of odorless pus to the extent of half an 
ounce. Protruding from the triangular opening in the 
bone was a shining, pearly mass, which came away in 
layers when scraped with the spoon. Granulations cov- 
ered the edges of the opening. The whole mass, amount- 
ing in size to two hen's eggs, was removed by the scraping 
process. The bones of the skull covering the mass were 
only as thick as paper over a large area of the parietal, 
temporal and occipital bones, and the diploe had entirely 

(1) Arch, of Otol.. Ang.-Oct, 1901. 
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disappeared. The lower part of the occipital lobe and the 
cerebellar hemispheres were much displaced and com- 
pressed, and the dura to a considerable extent was covered 
with coarse granulations. Pnlsation could be felt, but not 
seen, and the cavity extended as far as the torcular 
Herophili. In many places the bone was eroded and 
some of the mastoid cells had been opened by this process; 
there was no sign of pus in them. The cavity was lightly 
packed with iodoform gauze and a strip brought out 
through the auditory canal. The patient did well contin- 
uously and ten weeks afterward his wound had healed. 
The fundus oculi appeared to be restored to a normal 
condition. Patient gained twenty pounds during con- 
valescence. 

This extraordinarily large cholesteatoma lay in the pos- 
terior cranial fossa, and extended from the petrous por- 
tion of the temporal bone to the torcular Herophili. The 
bones in contact with the growth were everywhere thinned, 
and in one place perforated, and the mastoid cells were 
also opened. That the tumor had been growing a long 
time was made evident by the fact that it was so large, and 
also because it required four weeks for the brain and cere- 
bellum to expand in the cavity to their normal propor- 
tion. 

snsnrs thrombosis. 

The increasing number of cases of sinus thrombosis 
which are reported makes the consideration of this sub- 
ject of special interest. 

Symptoms. J. F. McKemon* reports seven cases, and 
from his observations in these cases gives the following 
outline of symptoms: Temperature. This depends upon 
the amount of septic material entering the general circula- 
tion. If the amount is large, the fluctuation will be great 
and the changes sudden. If the amount of septic material 
entering the systeiii be small, the fluctuation will be less 

(1) Laryngoscope, June, 1900. 
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marked and the changes will be gradual. Other complica- 
tions may materially influence the temperature. An ac- 
cumulation of pus in the brain has a tendency to keep both 
the temperature and the pulse down. Pulse. This is apt 
to bear the usual relation to the temperature. Chills. They 
are usually present and are a valuable aid in diagnosis. 
The severity of the chill with the accompanying temper- 
ature changes seem to bear some relation to the amount 
of systemic infection. Chilliness occurring in the course 
of suppuration of the middle ear should put us on our 
guard. Pain. In most cases it is greater than in ordinary 
mastoiditis. It is usually referred to the side and back of 
the head. When the internal jugular becomes involved, 
pain is referred to the side of the neck, though it is proba- 
bly due to the infected lymphatic glands more than to 
the diseased vein. Nausea and Vomiting. These symp- 
toms in greater or less degree are usually present. They 
occurred in all the seven cases reported. Respiration. 
During the early stages the rate is little affected, though 
later it becomes rapid. In two cases reported it was above 
sixty per minute. Vertigo. Usually absent unless men- 
inges are involved. Consciousness. Cerebration is usually 
below normal. Questions are answered with hesitation. 
Meningeal involvement greatly increases the promi- 
nence of this symptom. Intra-Ocular. A neuro-retinitis 
is present in a certain number of cases. Of the seven re- 
ported, six were examined and fundus changes found in 
only two. Constipation. In all cases coming under Mc- 
Kemon's observation this symptom was present, and is one 
which he believes co-exists with the earlier stages of the 
disease. In the later stages of the disease of the abdominal 
type, or when there is an advanced general sepsis, then 
diarrhea is present. Septic enteritis, with a metastatic 
deposit in the intestines, was present in one case, and for 
several days prior to the evacuation of the deposit pre- 
sented very much the clinical picture of typhoid fever. 

Local Symptoms. The so-called Greisinger's symptom 
Yedema over and around the mastoid and occipital veins) 
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was present in five of the seven cases. StiflEness of the 
muscles of the neck on the affected side is a more or less 
constant symptom. In two of the jugular cases the lym- 
phatic glandular involvement, both superficial and deep, 
was very marked and a valuable aid in diagnosis, though 
this involvement does not always indicate phlebitis of the 
veins, as in a Bezold perforation the lymphatic infection 
in this region may be a prominent feature, so that enlarged 
glands in this situation are by no means always secondary 
to jugular involvement. 

Among some of the general symptoms at the outset of 
the disease may be mentioned malaise, loss of appetite, a 
heavily furred tongue and a foul breath. The face wears 
an anxious and pallid look, the skin is dry and later pre- 
sents a yellowish tinge, indicative of sepsis. Nearly all of 
these symptoms enumerated were present in the cases re- 
ported in this paper. 

Treatment. KTo uniform plan or procedure can be 
adopted in these cases, but each individual case should be 
treated as seems best at the time. A complete and thor- 
ough exposure of the sinus before opening it is desirable 
in all cases. The field for operation should then be flushed 
with peroxid of hydrogen. This should be followed by a 
second flushing with absolute alcohol. A freshly sterilized 
aspirating needle (recently tested) should then be thrust 
through the dura, covering the sinus. The part usually ex- 
plored first is that lying above the bend or knee, and the 
other portions of the sinus can be explored in like man- 
ner. The needle should be introduced, not directly dovm- 
ward, but for some distance, one or two inches, along the 
lumen of the vessel. If a negative result be obtained, 
and one is still in doubt on account of the physical appear- 
ance of the sinus, it is better to make a small opening in 
the dura covering the sinus with a scalpel, than to limit 
the procedure to simply an unsatisfactory aspiration. 

If a clot be found, then the dura covering the sinus 
should be opened freely and the clot removed with a 
curette, together with any disintegrating material that may 
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be present. When the clot is removed and the blood flow 
established from the proximal end, it should be allowed 
to flow for a few seconds, so as to remove any further clot 
or septic material that may be present in the vessel further 
back. The flow of blood is then easily controlled by packing 
a small piece of folded gauze directly against the lumen 
of the vessel. The lower portion of the sinus can then be 
proceeded with in the same manner, and after the removal 
of the clot an attempt made to restore the circulation at 
the bulb. In a fair number of uncomplicated cases this 
can be done quite easily, but in others it becomes impos- 
sible without dangerous manipulation; and in these cases 
where the sinus has been freed from a septic clot, or the 
presence of pus, and the region of the neck shows no jugu- 
lar involvement, it is better to cleanse the operative field 
and pack the sinus firmly to the bulb with gauze, rather 
than to proceed any further. If, on the other hand, upon 
opening the sinus we find a disintegrated clot or pus, or 
both, present, then, without further manipulation above, 
we should, as rapidly as is consistent with carefulness, 
expose, ligate at the clavicle, and resect and remove the 
internal jugular vein of that side to its commencement 
at the bulb. 

If the facial, maxillary, thyroid, or other veins be in- 
volved, they should be ligated beyond the point of involve- 
ment and resected also. All enlarged glands, during the 
course of dissection, should also be removed, so as not to 
leave any possible field for infection subsequently. Care 
should be taken to completely separate the pneumogastric 
nerve from the vein at the lower point of ligation, before 
cutting the vein, as here the vein and nerve lie very close 
to each other. The soft tissues of the neck should be 
flushed with a hot saline solution and closed by sutures 
to within an inch of the bulb. After this it becomes an 
easy matter to remove the pus and disintegrated matter 
left in the sinus. If any sloughing edges of the dura over 
the sinus be present they should be removed, as other- 
wise they retard the healing process. In a septic case, 
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after operation, when the case does not progress favora- 
bly as we think it should, it is best to wait for a time before 
any other procedure is instituted; for we must remember 
the fact that here is a septic case, developing for several 
days, with a gradual absorption into the system of a poi- 
sonous element, and it would be strange indeed did the 
recovery not show some evidence of a past and present 
sepsis, while the septic material is being eliminated from 
the system. 

The time to operate on a case of sinus thrombosis is as 
soon as the diagnosis is made, and if in doubt it is better 
to make an exploratory operation early rather than wait 
for an array of symptoms that no one familiar with the 
disease can fail to recognize. During a prolonged opera- 
tion for this disease there is no method of stimulation 
that will compare in its beneficial effect with a hot saline 
enema, provided the patient becomes weak. This can be 
repeated if necessary. If the patient does not respond 
quickly, after being put to bed, and it becomes necessary 
to stimulate by other means, then a direct transfusion of a 
normal salt solution can be done. One of the most valu- 
able aids to immediate recovery after operation is the 
administration of oxygen while the patient is coming out 
from under the anesthetic. Its further administration at 
intervals for a period of three or four days is of great 
advantage. 

Hoelschen* reports a case of latent thrombosis follow- 
ing otitis media. Shortly after the otitis occurred, brain 
symptoms developed. Afterward the patient's condition 
improved and he returned to work. Two months later mas- 
toid symptoms developed and in operating a mass of gran- 
ulations was found occupying the position of the sigmoid 
sinus, and connected with the ear by the remains of the 
emmissary vein. The mass was removed, and the cavity 
packed with gauze. The patient recovered. 

(1) Mttnch. med. Woch., Aug. 27. 19(tt. 
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INTEENAL EAR. 

The most important contribution to the literature of 
the internal ear in recent years is by F. Siebenmann.^ In 
a great number of cases he has made post-mortem exam- 
inations of the ears and has made microscopic slides to 
show the pathologic changes. He describes a condition 
which he calls ^^spongifying of the labyrinth.^^ 

Spongifying of the labyrinth. The change noted in 
this condition is a localized rarefaction of different areas 
in the labyrinth capsule. There seems to be a predilection 
for the neighborhood of the oval window where it causes 
ankylosis of the stapedial footplate. The symptoms upon 
which the diagnosis has been based and later confirmed by 
post-mortem examination are: 1. Progressive deafness 
occurring usually in young adults and not improved by 
inflation or other treatment of the middle ear. 2. In ex- 
amination with the tuning-fork the Rinne test is negative, 
while the hearing for the low fork (A) by bone conduction 
is increased. 3. There is considerable loss of hearing by 
air conduction for the lower tones of the scale. The result 
of treatment is unsatisfactory. 

labyrinthine Vertigo. E. A. Bachman^ differentiates 
between tympanic vertigo and labyrinthine vertigo or true 
M6ni^re^s disease. That the semicircular canals are in- 
volved in either case from their physiology seems reason- 
ably certain. They are essential in the function of equili- 
bration. The pressure of the endolymph upon the terminals 
of the auditory nerve produces an irritation of its fila- 
ments; the impression being transmitted from there by 
the nerves to their centers. If pressure be made on the 
round window, dizziness and inclination to fall backward 
are produced by the transmitted pressure upon the ampulla 
of the posterior canal. Pressure upon the footplate of the 
stapes produces a rocking of the head from side to side 



(1) Arch, of Otol., April and June, 1900. 

(2) Jour. Am. Med. Assoc, May 18, 1901. 
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through pressure transmitted to the superior canal and 
ampulla. The horizontal canal, owing to its location, can 
not have pressure exerted upon it. When strong pressure 
is made upon the fluid within the vestibule, simple vertigo 
results. 

These physiologic facts easily account for the dizziness 
and tinnitus in middle-ear affections immobilizing the 
stapes in the round window either by direct impaction of 
the footplate or by pressure upon it from the incus. How- 
ever, that this impression made upon it from the end fila- 
ments of the nerve by pressure can not also be caused by 
a changed state of the filaments themselves is altogether 
untenable and not supported by pathologic investigation 
nor clinical facts. 

Etiology. Eegarding the etiology of true Meniere's 
disease, age above 30 and the male sex seem to be factors. 
Syphilis and the rheumatic diathesis are probably the most 
frequent direct causes. Exposure, senile changes, blood 
changes as leukemia and simple anemia, hemorrhages, 
traumatic or idiopathic, serous effusions, cerebral disturb- 
ances, parotitis and influenza frequently factor directly in 
the causation. This list necessarily forecasts the pathology 
which is chiefly inflammatory with or without hemor- 
rhages, but, as far as can be learned, without the formation 
of pus. There is much obscurity as to the pathology and 
more work must be done to clear it up. 

Symptomatology. The symptoms are grouped about 
four cardinals, viz., vertigo, tinnitus aurium, progressive 
deafness, and gastric disturbances. Vertigo appears first 
in the majority of cases, concurring in others with tinnitus 
and deafness. These always follow a parallel course. Be- 
ginning usually in one ear, they increase in severity for a 
time, remit, increase again and finally subside partially 
while the other side becomes affected. The tinnitus grad- 
ually grows worse till it finally ceases in one ear and then 
in the other, complete deafness marking its cessation. The 
deafness and tinnitus may be bilateral and appear sud- 
denly, as illustrated in the case of a young girl, who. 
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having exposed herself during menstruation, was seized 
suddenly with vomiting, vertigo, bilateral deafness and 
tinnitus, and died on the fifth day, the autopsy revealing a 
Berons hemorrhagic fluid in the semicircular canals. 

The vertigo begins usually with slight and transient at- 
tacks having a tendency to progress in severity, but fol- 
lowing no definite interval in their recurrence, excepting 
that in the later stages the intervals are shortened. They 
may vary from one attack a month to four or five a day. 
Seemingly they are aggravated by overwork, sudden move- 
ments of the head, turning in bed, blowing the nose, indis- 
cretion in diet, constipation, excitement and changes in 
the weather. In character they show a great diversity 
in the same individual as well as in different cases. They 
may begin with a sensation of rotation or slanting of the 
head. There is a tendency to walk toward the side affected 
or fall toward that side in the paroxysm. Often the vertigo 
is a simple swimming of the head which may be subjective 
or objective: subjective if the patient feels himself turn- 
ing, objective if his surroundings revolve about him. Dur- 
ing the paroxysm the vertigo increases, the tinnitus be- 
comes loud and roaring or shrieking. The patient begins 
to fall and seeks support imtil the sensations abate. Con- 
sciousness is usually present in the attack and voices can 
be distinguished and understood. In the severer attacks 
consciousness may be wholly or nearly abolished. Total 
loss of consciousness is rare. The onset, duration and 
course of the symptoms are in a great measure dependent 
on the etiology. Systemic influences produce a long course 
with gradual onset. Hemorrhages and traumatism, acute 
infectious processes and some forms of rapid syphilis pro- 
duce a more or less sudden onset with a subsequent shorter 
course. 

Gastric disturbances manifest themselves during the at- 
tack of vertigo. There is a feeling of wretchedness and 
nausea which ends in vomiting very much like a bilious 
attack. During the interval the stomach appears well in 
most cases, but a tendency to constipation is marked and 
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presents an important consideration in the successful 
treatment of the disease. Besides these symptoms, nystag- 
mus, volitional tremor, loss of memory and weakness of 
the extremities are also noted. Nystagmus has been ob- 
served by Hughlings Jackson, Gruber and Jacobson. It is 
present with, the nervous symptoms. Loss of memory and 
weakness are most marked in senile and rheumatic cases. 

Eecognition of the Affection. The disease, owing to 
its anatomic location, is not well imderstood at the present 
time. Enough of evidence, however, is in to justify the 
opinion that Meniere's is a disease by itself, although 
rarer than supposed. Aural vertigo is a general term of 
which Meniere's disease is a particular form. It is a dis- 
ease involving the terminal filaments of the acoustic nerve 
in the labyrinth, and follows a definite course tending to 
end in deafness. Pathologic changes in the middle ear 
may cause, in part, similar symptoms, having, however, 
dissimilar sequence, course, termination and pathology. 
Besides this, Meniere's disease yields to non-surgical treat- 
ment in most of those cases in which the cause is ascer- 
tainable. 

labyrinthine Syphilis. In a series of twenty-five hun- 
dred consecutive cases of ear disease, F. E. Packard^ found 
four cases of syphilitic affection of the labyrinth. It is 
usually late in the course of syphilis before lesions of the 
labyrinth manifest themselves. The subjective symptoms 
are tinnitus and deafness, peculiar in that they are of 
sudden onset, especially the deafness. Hearing is gen- 
erally lost in both ears, though occasionally in but one. 
Unilateral facial paralysis is a not infrequent phenom- 
enon. 



(1) Jour. Am. Med. Assoc., June 15, 1901. 
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Meohanioal Aids to Hearing. Of the hearing devices^ 
according to J. A. Kenefick/ the most successful ones are 
constructed upon some well-recognized principle of acous- 
tics and are intended to reach the labyrinthine acoustic 
terminals by concentrating and intensifying sound waves 
either through the external auditory meatus or by con- 
duction through the bones of the head or face. No one 
apparatus has been found applicable to every case, and 
the latest productions in this line prove no exception to 
the rule. In proportion to the number of really deaf 
people those resorting to mechanical aids are comparatively 
few in number. This seems to be accounted for by two 
factors, namely, the conspicuousness of these instruments 
and the intolerance of their aid by oversensitive acoustic 
nerves which are present in the great majority of af- 
flicted individuals. The first is an objection which might 
be overcome by the cultivation of certain moral courage 
on the part of the patient, while the second is a physical 
diflSculiy and may prove a serious hindrance to the use 
of any mechanical aid based on the above principles. 

The latest device for this purpose is the akouphone, an 
electric apparatus which may be considered as a telephone 
with* electric force supplied by a compact storage battery 
of six volts. The transmitter is fitted with one or a series 
of dome or funnel shaped resonators for the purpose of 
gathering in and concentrating sound waves from all 
sources in its immediate neighborhood. Its receiver is 
so constructed that all sounds conducted to it are repro- 
duced or retransmitted with such force and intensity as to 
produce a searching and sonorous wave of peculiar inten- 
sity and penetration which is magnified still more on ac- 
count of the closure of the external auditory meatus by the 
instrument, which is held so as to completely cover it. 
The nature of this wave, which gives a saw-tooth character 
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to its tracings is not yet understood. In ordinary use 
the storage battery is carried fastened at some convenient 
place about the body, while the transmitter or wave col- 
lector may be held in the lap or laid upon the table. The 
receiver is fitted with a handle of suitable length so that 
it may be held in close contact with the ear with its vibrat- 
ing diaphragm directly over the external meatus. This 
receiver is to a certain extent under control and the inten- 
sity of its action adjusted either by manipulating the 
adjustment of the diaphragm or by means of a sliding 
switch on the handle and manipulated by the patient's 
finger. 

This is the outfit ordinarily recommended for the par- 
tially deaf. When used at the opera or lecture its transmit- 
ting end is reinforced by adding an increased number of 
wave gatherers, its receiving end being adjusted as nearly 
as possible to the toleration of the patient's auditory ap- 
paratus. When used for the instruction of deaf mutes a 
special transmitter is used and the receiver again adjusted 
to the comfort of the subject's hearing apparatus. 

Deaf individuals who seek mechanical aid for their 
affiction (commonly without the aid or advice of an 
aurist) come generally under one of the following head- 
ings: 1. Those whose membrane and ossicles are intact, 
but functionally embarrassed by sclerosis or injury while 
the nerve is yet free; 2. Those whose conducting apparatus 
is embarrassed by the absence of the ossicles or greater 
part of the tympanic membrane, the nerve remaining free; 
3. Those in whom there has been disease involving but 
not wholly destroying the labyrinthine nerve terminals — 
deaf mutes ; 4. Those whose deafness is caused by destruc- 
tion of the nerve function somewhere in its central course. 

In the first class of cases we find in the great majority 
flaccidity of the tympanic membrane and hyperesthesia of 
the acoustic nerve. The tensor tympani in such cases has 
no function and consequently fails to protect the hyper- 
esthetic nerve terminals in the lab3npinth against these 
new sound waves. Add to this, possibility of obstruction 
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in the Eustachian tubes and we have with the receiver 
held close against the ear a condensation of sonorous waves 
of such intensity as to be practically unbearable. All 
noises in the immediate vicinity^ such as the closing of a 
door or the shutting of a window, are here intolerable, 
and interfere with conversation in no uncertain way. It 
is well to remark in this connection that in some cases 
presenting a considerable degree of deafness with symp- 
toms of labyrinthine involvement, such as vertigo and tin- 
nitus, these alarming symptoms may depend upon purely 
mechanical causes and may wholly disappear after venti- 
lation of the tympanum through the Eustachian tubes. 
Besort to any mechanical aid under these circumstances 
would be a serious mistake for such a patient. 

When membrane and ossicles are both missing, and no 
involvement of the nerve is present, the patient being de- 
pendent entirely upon bone conduction, it would seem that 
the conditions were theoretically favorable for the use of 
the akouphone on account of the intervening bone. As a 
rule, however, such patients seldom resort to mechanical 
aids as they hear the loud voice fairly well. 

In the third class of cases, which includes the deaf- 
mutes, we find perhaps the greatest field for the practical 
use of this apparatus in teaching these unfortunates ar- 
ticulate speech. This was recently well demonstrated be- 
fore the Otologic Section of the Academy of Medicine, and 
judging from a single short lesson given to a deaf mute 
of 18 years, who had practically never heard anything, it 
was easily evident that the articulation and even inflection 
of speech could be conveyed by these means to such in- 
dividuals with a greater degree of success than has ever 
before been attained. To the fourth class, with central 
lesions, no aid can be offered. 

Carcinoma of the Ear. L. TreiteP reports three fatal 
cases of carcinoma of the ear. The increased number of 
cases of cancer reported recently does not indicate in- 
creased prevalency of the disease, but it is more probable 

(1) Arch, of Otol.. June. 1901. 
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that the percentage is raised by the recognition of cases 
with the microscope whose cancerous condition was for- 
merly overlooked when the microscope was not so imi- 
versally employed. Judging from the observation of 
others, it would seem advisable in all cases of chronic otor- 
rhea occurring in middle life, which show a tendency to 
recurrent formation of granular tissue, to make a micro- 
scopic examination of the pathologic structure. Cases are 
on record which were not recognized as carcinoma until 
after operation upon the mastoid, presumably for ordinary 
caries ; their malignant character became apparent by the 
rapid disintegration of the edges of the wound. In the 
prognosis of carcinoma of the ear a point of importance is 
the early recognition of the condition and an early radical 
operation. As long as the growth has not extended beyond 
the auricle or cartilage of the ear canal a radical operation 
offers some hope for a permanent cure. In one of Kuhn's 
cases there had been no return six years after the removal 
of the membranous ear canal and auricle for cancer of the 
ear. Denker also had a similar experience. When the 
mastoid cells have once been encroached upon, Schwartze 
and others do not approve of operative interference, be- 
lieving that such measures only tend to hasten death. 

Aseptic Head Mirror. In all ear work, and especially 
when asepsis is necessary, Zamiko* emphasizes the import- . 
ance of a clean forehead mirror. He uses a detachable 
white forehead band which can be removed and washed. 
The mirror should be moved or adjusted by means of a 
detachable and aseptible double plate. 

Acoumeter. E. Amberg* has constructed an instrument 
intended to accurately test the patient's hearing ability. A 
steel ball of given weight is made to fall upon a metal 
plate. The sound produced is regulated by the distance the 
ball falls. A record is made of the distance the patient can 
hear the soimd when the ball falls from a given height, 
or with the instrument a given distance from the patient 

(1) Monatschr. f. Orenhellk., No. 4, 1900. 

(2) Jour. Am. Med. Asboc* Jan. 6, 1901. ^ t 
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a record is made of the distance the ball mnst drop before 
the patient can hear it strike upon the metal plate. When 
so used the instrument becomes one of great precision. The 
results secured in the examination of patients by different 
physicians can be satisfactorily com- 
pared, as the different instruments 
are made so that they do not differ 
one from another. 

Ear Diseases Affecting the Eye. 
S. Oppenheimer^ states that eye 
manifestations are not present as 
long as the ear disease is limited to 
the middle ear and mastoid cells, 
but there are eye symptoms in 50 
per cent of the ear cases complicated 
by intracranial invasion of the in- 
flammatory process. When present 
it is not pathognomonic of such 
complication, but only confirmatory. 
The affections of the eye reported 
as a resxdt of ear disease are : Swell- 
ing and pufl5ness of the eyelids, con- 
junctivitis, keratitis, retinitis, neuroretinitis, papillitis, 
choked disc, and, in rare instances, paralysis of some of 
the external muscles. Inflammation of the lids, conjunc- 
tiva and cornea may be caused by infection conveyed by 
the hand or handkerchief from the ear to the eye. 

Uric Acid. It has long been recognized that there is an 
intimate relation existing between certain middle-ear in- 
flammations and uric acid poisoning, though most of us 
are hardly prepared to agree with Cornelius Williams* 
when he says that nine-tenths of all the inflammations of 
the ear and mastoid both acute and chronic as observed 
in the Northwest are due to uric acid poisoning. In speak- 
ing of "uric acid poisoning,'^ he means to include its vari- 
ous compounds and for the sake of convenience the 




Pig. 17. 
Axnberg'B AcQumeter— 
One-fifth Natural Sise. 



(1) Phila. Med. Jour., Feb.. 1901. 
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products of insufficient digestion as well as some results 
of fatty tissue metabolism. Uric acid inflammations of the 
ear occur in summer and winter^ but most frequently in 
late winter and early spring, and affect persons of all ages 
— ^babies in arms and the old as well. Those affected, ac- 
cording to his observation, have always been persons who 
ate nitrogenous food in excess of their requirements. The 
adults were meat eaters, often almost to the exclusion of 
vegetables, and the babies were bottle-fed. Further, there 
is generally a distinct history of gout or rheumatism, but 
more especially intestinal disorder due to fermentation or 
putrefaction. 

In accordance with this view, while not neglecting other 
measures, the salicylates hold a very prominent place in the 
plan of treatment. 

Congenital Deafness. Danziger^ believes that congenital 
deafness is often due to congenital malformation of the 
temporal bone. Usually in such cases other defects are 
found in the base of the skull. 

Binaural Hearing. B. A. BandalP believes the value 
of 'T)inaural hearing'^ has been greatly underestimated. 
With both ears normal, while we may be cognizant of all 
the sounds assailing us we are able to hold the attention 
concentrated upon those which we desire to hear amid a 
babel of irrelevant noises, undisturbed unless we permit 
our thoughts to wander. One ear is often given to sounds 
engrossing us while the other merely keeps guard-hearing, 
yet giving no heed to the sounds upon that side and even 
almost automatically side-tracking those on the busy side, 
which might confuse its task. The condition is very differ- 
ent when one ear must act alone, unaided by its fellow. 
Then, one side of the brain to a much greater extent than 
usual, has to receive and analyze all the impressions, and 
these lack that element of double yet diverse character 
which in vision we call stereoscopic. With the ears we 
have no strain of accommodation or convergence (which 
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(2) Phlla. Med. Jour., May i, 1901. 



Digitized by 



Google 



MISCELLANEOUS. 221 

should be no burden to healthy eyes), but the absence of 
these functions leaves us devoid of any such ready means of 
determining the distance, and hence many other character- 
istics of the objects of our attention, and throws the more 
work upon the interpreting faculties. While patients may 
be unconscious of the effect of unilateral deafness, yet, 
Eandall believes, it is fully time that the value and im- 
portance of ^T)inaural hearing" should be more fully rec- 
ognized, and that due care be exercised to retain or secure 
it in those who are really, if unconsciously, suffering for 
the lack of it. 
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INTRODUCTION. 



The Editor of the department of diseases of the nose and 
throat desires to express his acknowledgments and thanks 
to the abstract editors of the laryngological journals. Their 
excellent work has materially lightened his labors. While 
the aim of the resum6 has been to record the advances 
which have been made in our specialty during the past 
year, it has been deemed inexpedient to omit, altogether, 
mention of some of the well-known and important sub- 
jects about which little that is new has been written dur- 
ing the year, and no apology is therefore made for the 
paragraphs, which repeat what has been said before, con- 
cerning, for example, adenoid vegetations and tubercular 
laryngitis. 

Society reports and case histories have been for the most 
part omitted. Space was limited and the special journals 
made their record unnecessary. Editorial comment has 
been indulged in but rarely, partly because the year book 
is not a text-book, and also because the selection of ab- 
stracts made is intended to illustrate the present view- 
point in larjmgology and rhinology. T. M. H. 
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ME NOSE. 

Plijrsiologjr. C. A. Parker^ has condncted a series of 
experiments to determine the course of the air currents in 
nasal respiration. His method is to have the subject sit 
in front of him, and to breathe naturally through the nose 
while he holds a Kabierski insufflator filled with lycopo- 
dium six inches from the nostril and gently puffs the pow- 
der ii»to the air the patient breathes. After examining 
the result of this experiment, he puffs the lycopodium 
more liberally while the subject breathes deeply through 
the nose. In studying expiration the subject exhaled 
cigarette smoke while its course was watched by means 
of a nasal speculum. Summary: 1. During quiet in- 
spiration in a normal nose the air traverses the middle, 
superior and probably the fourth meatus. 2. Inspiration 
is impeded by: (a) spurs and deviation of the septum and 
enlargements of the inferior turbinated body if they pro- 
ject forwards and upwards; (b) enlargements of the mid- 
dle turbinate, polypi, etc. ; (c) hypertrophies and growths 
springing from the vault of the naso-pharynx. 3. In 
expiration the air traverses chiefly the inferior meatus. 
4. Expiration will be more especially affected by: (a) 
hypertrophies of the posterior end of the inferior turbi- 
nate; (b) h3rperi*ophies, etc., causing stenosis of the in- 
ferior meatus. 

CoryECt. G. C. Stout^ presents a readable article on the 
etiology, pathology, symptoms, prophylaxis and treatment 
of acute coryza. The chief underlying cause is a depressed 
state of the nervous system, which results in sluggishness 



(1) Journal of Lanrngology. Jnly, 1901. 

(2) Therap. Qas., Jan. 15, 1901. 
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of the heat-producing centers. Eational clothing, avoid- 
ance of draughts, care of the digestive functions, and main- 
tenance of nervous tone are the chief elements of prophy- 
lactic care. Too much clothing is more apt to be worn 
than too little. As a preventive measure, a brisk, dry 
massage of the body and limbs, morning and evening is 
excellent. After an attack has started, the bowels are to 
be regulated by a saline cathartic, nerve tone increased by 
strychnin, and excessive nasal discharge restricted by the 
following tablet: 

Morph. sxdph gr. 1-32 

Strych. sulph gr. 1-95 

Atropinae sulph gr. 1-150 

Acid, arsen gr. 1-100 

'Aconitin gr. 1-1000 

M. Sig. : One to three daily, according to symptoms. 

Once daily, local treatment is given by the physician 
with great gentleness. The nose is first thoroughly sprayed 
with an alkaline antiseptic solution, then by a 1 per cent 
solution of cocain containing two grains of boric acid to 
the fluid ounce. After about five minutes, a 2 per cent 
solution of antipyrin, followed in five minutes more by a 
very light insufflation of calomel, and finally by a protec- 
tive spray of 1 per cent menthol in liquid vaselin. 

Spiess* suggests a new method of treatment for fresh 
coryza which is based on the fact that the congestion of 
the nasal mucous membrane and the excessive secretion 
seem to subside during sleep. He ascribes this suspension 
of the symptoms during sleep to the diminished reflex 
action. The pathogenic agent causing the coryza, which 
during waking hours excites the mucous membrane to the 
point of swelling and excessive secreting, during sleep is 
unable to rouse the membrane to this point. The swelling 
subsides and the secretions are arrested. Prom this point 
of view treatment should aim to diminish the excitability 
of the mucous membrane during waking hours to the point 

(1) Archly, f. Laryngologie, XII, 1. 
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of non-response to the irritation as during sleep. Drugs 
which reduce the reflex excitability or induce local anes- 
thesia answer the purpose, such as the antineuralgics, espe- 
cially salicylates and antipyrin, or orthofonn for local ap- 
plication. He selected the latter as the simplest and most 
effective substance, and as catarrhal inflammation usually 
starts in the naso-pharynx and thence works upward, he 
treats it by insuflBating orthofonn into the throat and 
thence into the nose. Insufflation through the nostrils is 
ineffectual. The orthofonn can be used pure or combined 
with equal parts of sodium sozoiodolate. The insuffla- 
tions should be repeated several times a day or every hour 
until relief is obtained and the secretion controlled. He 
has been using this method of treatment for two years and 
recommends it with confidence as a remarkably successful 
means of aborting, arresting or curing a fresh cold in the 
head. 

Chronic Bhinitis. Charles Grayson^ holds that nasal 
catarrh is no more than a symptom of some dietetic dis- 
order, or of some persistent disturbance of nutrition. Ac- 
cordingly, he lays the greatest stress upon a critical at- 
tention to the patient's personal hygiene and environment. 
In coryza, rapid and thorough elimination will be the key- 
stone treatment. The routine treatment with popular 
combinations of opium, belladonna, aconite, etc., is ill- 
judged. Locally, suprarenal extract with chloretone, as a 
spray, is particularly recommended during the stage of 
acute tumefaction and rhinorrhea. At the time of rapid 
epithelial desquamation and muco-purulent discharge, a 
spray of distilled extract of hamamelis, one part to three 
of water, supplies the mild astringency indicated. When 
active hyperemia has given place to sluggish venous con- 
gestion, Boulton's solution affords the proper stimulation. 
All applications must be preceded by an alkaline cleansing 
spray such as DobelPs. In the management of chronic 
hypertrophic rhinitis the author deprecates haste in re- 
sorting to destructive agents, advising the prior arrest of 

(1) Therap. Gazette, Feb. 16, 1901. 
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the underlying catarrhal process. Beginning with hama- 
melis and Boulton^s solution, iodin in increasing strength 
from 1 to 30 in glycerine^ is used until the tissues are no 
longer responsive. Light touches of fused chromic acid 
are now made to several of Hib more prominent points of 
the turbinate^ and finally if cauterization becomes neces- 
sary^ one or more slender lines may be drawn upon the 
lower border of the enlarged turbinate for about two-thirds 
of its length. The fibrinous exudate which follows should 
be allowed to remain uiulistaTbed imtii it spontaneously 
loosens. 

The treatment of hypertrophne rhAvUU is discussed by 
M. Gaudier.* He reports tea cases treated by the sub- 
mucous injection of zinc dilorid, tiie method first pro- 
posed by Hamm in 1898. He makes usier of a hypodermic 
syringe of 2 cc. capacity^ and a needle of irido^platiniun. 
The strength of the solution employed was 1 to 10. Cocadn 
was applied only to the spot where the iseedle wns iDseirtei. 
The needle was inserted in the anterior portion of the 
turbinate^ as near the bone ^ pos^ble. The fluid is in- 
jected slowly, while the needle is withdrawn. The floor 
of the nose is protected by a pledget of cotton. The reac- 
tion is not great. There is a certain amount of discom- 
fort and swelling of the turbinate, which occludes the 
nasal passage completely: This is, however, of short dura- 
tion, and after several dayB the turbinate has resumed its 
normal mze. The results of treatment in these cases were 
not uniform, and th^ writer concludes that this method is 
not capable of replacing deep cauterization or resection of 
the turbinate. 

VioUet* has followed Hamm's example and applied the 
sclerogmic method of treatment to chronic, diffuse hyper- 
trophic rhinitis witii ^ry favorable restdts. He finds that 
it is successful only in those cases in which ihe mucous 
membrane is soft and swoflen over the lower turbinate 
bones, easily compressible, smooth and even in appeamnce. 



(1) Gaz. des Hopitauz. Feb. 26, 1901. 
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obstructing the nasal fossa by its distentioiL He uses a 
yery long needle^ bent at right angles^ and injects four or 
five drops of a 10 per cent solution of zinc chlorid. In 
rare cases he found it necessary to inject first the front 
and later the rear portion of the bone. In five out of eight 
cases followed to date the improinement has persisted more 
than a year. In two or three weeks the mucosa suheides to 
its normal size^ leaving the passage unobstructed^ in the 
favorable cases. True hypertrophy, thick and resistant, 
not compressible, is not amenable to this treatment^ and to 
this fact is due the lack of success in certain cases reported 
by certain writers. 

The following conchisions in regard to surgery of the 
iurhinal bodies are drawn after many operations, by 
J. E. Boylan.^ 1. While in exceptional cases involvement 
of the whole erectile tissue area of the i)endulous portion 
of the turbinal body may coexist, hypertrophy is usually 
greatest where this tissue is most abundant, namely, at 
the anterior and posterior extremities. 2. The relief of 
obstruction and the reduction of hypertrophy is accom- 
plished more certainly and scientifically by ablation than 
by cauterization. 3. While venous dilation is greatest at 
the posterior extremity, obstruction is rarely due to hyper- 
trophy at this point alone. Bemoval with the cold snare 
is the method of operation advocated. The clean, smooth 
edge of the cut made by the transverse passage of the wire 
through the body, the small amount of hemorrhage, and 
the possibility of following the loop with the eye quite 
to the point reached, commend this method, and the use 
of the saw and scissors should be limited to cases with ex- 
cessive induration, suggesting an exceptionally thickened 
bone. To prevent the slipping forward of the loop over 
the lower margin and medial surface of the body, the end 
of the loop may be fixed by burying the point of a fine 
tenaculum, the hook of which forms a right angle, into the 
lower margin of the turbinated body at the point of opera- 
tion, carrying the loop over its handle into the meatus, 

(1) N. Y. Med. Jour., March 9, IJWL 
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and adjusting it so that it passes behind and is held in 
place by the back of the hook. The principle involved in 
turbinotomy is the radical removal of that part of the 
tissue which is the final cause of obstruction, and in which 
hypertrophy is farthest advanced, leaving the less affected 
part, which is to perform the function of the body, unin- 
jured by the operative procedure. The indication is to 
remove as little tissue as possible consistent with freeing 
the passages from obstruction to respiration. A compari- 
son of the results obtained by this method, and those from 
the cautery will operate to restrict extensive burning-out 
of the nose hereafter. 

M. A. Goldstein* suggests a modification of the sub- 
mucous cauterization of the inferior turbinate described 
by Pierce in November, 1896. To overcome possible diffi- 
culties in the introduction of the cup probe which carries 
the fused chromic acid, he has devised a special trocar 
and canula. The trocar can be locked in position in the 
canula, which last is provided with an adjustable sliding 
ring by which the length of the cauterization is regulated. 
The chromic acid bearing probe is introduced through the 
canula after the trocar is withdrawn. 

Atrophic Bhinitis. T. S. Flatau^ has cured two cases 
of fetid, atrophic rhinitis by inducing a proliferation of 
tissue at the hypoplastic regions in the nose. He accom- 
plished this by implanting a row of small ivory nails along 
the point of insertion of the lower turbinate bone. In 
response to the mechanical irritation thus induced, the 
bone increased considerably in size during the next few 
months, with a corresponding alteration in the character 
of the secretions. Almost complete recovery was thus at- 
tained in both his cases. One or two of the nails were 
expelled after a few days or weeks. 

C. M. Cobb^ considers the treatment of atrophic rhinitis 
by electrolysis. He maintains that many cases of atrophic 
rhinitis have their origin in nasal empyema and whenever 

(1) Laryngoscope. May, 1901. 

(2) Deutsche Praxis, 1900, 12. 

(3) Jour. Am. Med. Assoc, March 16, 19QL 
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this is the case a sufficient amoimt of middle turbinate 
should be removed to improve the drainage. Careful 
search should be made for sources of pus in the accessory 
sinuses in all cases of atrophic rhinitis. He has used 
electrolysis in a number of cases of atrophic rhinitis^ with 
needles of copper^ platinum and steely and thinks that 
''there can be no doubt that we have in interstitial elec- 
trolysis a remedial agent of undoubted efficacy, and that we 
may confidently expect from its use, in a large percentage 
of the cases at least, that the odor will cease, that the crust 
formation will be lessened, that the nasal mucous mem- 
brane will become moist and healthy in appearance, and 
that the secretion will become liquefied and lose its ropy, 
sticky character, and that these results will last for several 
months." Unfortunately, the author does not give the 
details as to where and how he applies his needles, nor the 
voltage and amperage which he is in the habit of using, 
nor the length of time or frequency of the sittings. 

NASAL SEPTUM. 

Inflammation. M. Lubinski^ describes two cases of 
acute, purulent perichondritis of the nasal septum which 
show that the consecutive deformity from destruction of 
the cartilage can scarcely be avoided even by early, ener- 
getic intervention, unless the affection is diagnosed in the 
incipient stages. In one case a boy of 12 had experienced 
for seven years pains in the forehead radiating from the 
bridge of the nose over the right eye. This headache at 
last became continuous for six days, when a violent epi- 
staxis occurred, with issue of black blood out of the left 
nostril, followed by asthmatic attacks and great depres- 
sion. Both sides of the septum were tumefied and painful. 
The second patient was a woman of 36 who had been wear- 
ing a tooth plate over several carious stumps. The first 
symptoms of the perichondritis had been pains at the root 
of the nose, increased by stooping, and growing constantly 

(1) Deutsche Med. Woeh., Sept. 9, 190t 
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worse toward night eyery day. Treatmeat coQsisted in 
deep incisions oa both sides of the s^tmn, repeated as 
long as there was suppuration^ supplemented by curetting 
and final tamponing of the nose. Cataplasms and inhiila- 
tion of steam might possibly cure certain isolated e^ses, 
but more energetic treatment is generally required oaa ac- 
count of the violence of the symptoms. Jurasz succeeded 
in curing one case of serous perichondritis by aspiration 
through a thick needle on each side. Schaeffer recom- 
mends^ besides incision^ the excision of an elliptical por- 
tion of the mucous membrane and perichondrium in order 
to prevent too rapid closure of the incision. Teets inserts 
in each nostril a silver tube, fitted to the shape of the 
passage^ which not only supports the walls and drains 
thoroughly^ but at the same time allows breathing through 
the nose during the entire course of treatment. Trauma, 
diabetes, erysipelas and a dental cyst have been noted in 
the etiology. 

W. J. Freeman* enriches the rhinologic literature of 
the year by a valuable thesis on the nasal septum. The 
anatomic section of the paper includes a description of the 
^^tubercle^' of the septum which is situated below the 
anterior end of the middle turbinate and which is so fre- 
quently overlooked. Jacobson's organ is also mentioned. 
The embryologic development of the septum suggests some 
interesting questions. According to Disse, ip the ninth 
month of embryonic life the hard palate lies above the 
level of the Eustachian t^be-ipouths; at birth it is on the 
same plane, while later it lies considerably below. This 
is due to the downward growth of the hard palate. Thus 
it appears likely that the elevation of the hard palate so 
often seen in adult life is a lack of development and is, 
therefore, an embryoiw^ type. The high position of the 
hard palate in infancy is of practical interest, for the 
inferior meatus is thus nearly obliterated and the respira- 
tory function is carried on chiefly through the upper part 
of the nose. 

(1) Laryngoscope, October, 1901. 
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Under the headings ^^Diaeases oi ilie Septum/^ the 
author disciisses more or less fully : 1. Deformity^ devia- 
tions^ ridges and spurs. 2. Hypertrophy, (a) of the 
tubercles, (b) of the septal folds, (e) of the mucous mem- 
brane in general. 3. Atrophy. 4. Hematoma. 6. Ulcera- 
tion. 6. Vascular dilation. 7. Synechia. 8. Lupus, 
tuberculosis, syphilis. 9. Tumors. 10. Anomalies. The 
paragraphs which discuss deviation are the most valuable. 
Except in the infitances where deformities of the septum 
are caused by traumatism or disease we must look upon 
them for the most part as the result of evolutionary, or, 
perhaps more properly speaking, of devolutionary changes. 
The chief cause of deviations is. Freeman thinks, the lack 
of development of the hard palate. In 302 cases of high 
arched palate there were 12 only where there was no 
marked deformity of the septum. Eegarding the associa- 
tion of the Gothic arched palate with adenoids. Freeman 
believes adenoids to be one of the coinmonest and most 
manifest causes of lack of development in a child and, 
occurring usually at a time when the hard palate should 
descend, interfere with this and almost invariably lead to 
deformity of the septum. 

Deflections. — Operations. The Boe operation is de- 
scribed by its originator.* The instrument used is a fenes- 
trated forceps, one blade of which is made in the form of 
an ovate ring, and the other in the form of a long, narrow, 
rounded blade which fits loosely into the former so that 
the septum is not unduly compressed or lacerated. The 
handle is suflBciently long to avoid compression of the 
frenum of the nostril when the face of the blade is applied 
to the septum. The male blade is inserted into the nostril 
on the convex side of the deflection, and the ring blade 
on the opposite side. Then by closing the blades the 
deflected portion is crowded into and partly through the 
opening — far enough to forcibly indent the central por- 
tion and fracture it without disturbing or bringing a 
strain on other portions of the septum. In straightening 

(1) N. Y. Med. Jour., April IS, 1901. ^ 
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a deviated septmn^ no matter if the deviation be confined 
to the cartilaginous portion alone, it is of the utmost 
importance that the bone at or adjacent to the attachment 
of the cartilage, be fractured. In this way the change in 
the direction of the attachment of the cartilage is made 
in the bone, so that it permanently holds the cartilage in 
its new position. This method is also of service in cases 
of moderate deviation of the cartilaginous portion alone, 
by simply fracturing the adjacent part of the cartilage 
into the fenestrated blade. The most satisfactory support 
for holding the septum in place is a plug made of steril- 
ized cotton or gauze, wrapped around a small metal plate 
to give it firmness, and of the requisite size to fiOll the 
nostril completely. It is placed in the previously occluded 
nostril or the convex side of the previously existing de- 
flection. The author further discusses the method of 
incising the cartilage to provide for redundancy, and the 
details of the operation for straightening the septum. 

A report of twenty-two cases of deflection of the septum 
operated on by the Asch Method is presented by G. King.^ 
His results were uniformly successful, most of the patients 
having been discharged cured, a few, owing to individual 
circumstances, having been greatly relieved, but not en- 
tirely cured. He summarizes his work under the follow- 
ing six heads. 

1. Selection of cases. This method is particularly 
indicated in children and in nervous patients who cannot 
stand an operation under local anesthesia. It has the 
disadvantage, however, that the blades of the scissors are 
too large for convenient introduction into the occluded 
nares. In such cases he made a crucial incision with a 
strong pointed bistoury. 

2. Preparation of the patient. An alkaline, antiseptic 
nasal douche is used three times a day for two or three 
days before the operation. Before introducing the cutting 
instnmient the nasal fossa is sponged with a tampon 
dipped in a weak solution of bichloride of mercury or 

(1) Revue hebdom. de Laryng., Jan. 6, 1901. 
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carbolic acid. Suprarenal extract is a good hemostatic. 

3. Choice of anesthetic. Chloroform is the best A 
local application of ten per cent cocain solution some- 
times suffices. 

4. Position of the patient. The hemorrhage is so easily 
prevented by suprarenal extract that it is possible to lay 
the patient flat on his back. 

5. Care in the use of instruments^ selection of splints^ 
etc. Only two instruments are absolutely necessary, a 
pair of Asch's scissors or a bistoury, and an Asch's forceps. 
It is best to have duplicates at hand, also a periosteotome 
and a probe to tampon the cavity with gauze if it becomes 
necessary. The modified vulcanized tubular splints of 
Mayer are usually satisfactory. Care must be taken in 
introducing them as it is very easy to catch one of the 
edges of the wound and push it to the bottom of the 
cavity, so that it fails to unite with the other edge, and 
results in a perforation. 

6. Post-operative treatment. It is advantageous to 
spray the nose frequently during the first twenty-four 
hours with an antiseptic solution. The tube is then re- 
moved from the unobstructed side and the patient allowed 
to go home if all is well. An alkaline douche is ordered 
every four hours. Three or four days afterward the other 
tube is removed and the cavity douched. The tube is 
replaced, and for eight to ten days the patient's nose is 
douched regularly and examined every two days. At the 
end of this time the wound is usually healed, and the tube 
can be removed. Lavage and anointing with boric acid 
vaselin is continued until cicatrization is complete. 

Another method for treating deflected septum is given 
by E. B. Gleason,* who regards it as especially valuable 
for cases of deflection of the cartilaginous portion of the 
septum. A U-shaped flap is sawed out of the deflected 
portion, its resiliency destroyed at the point where it is 
left attached above, and the free portion then pushed 
through into the previously open side. A tube is inserted 

(1) Jour. Am. Med. Assoc., March 9. WL 
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in tiie previo^ly ocdaded side iar twenty-four hours. 
Full details for doing Uris operation are given. ^T?he 
writer olaims for his method of operating that the shape 
and position of the septal flap enable an operator to over- 
come resiliency more certainly than by any method pre- 
viously described/' 
Moure^ suggests an improvement upon the operation of 



Figs. 18. 19. Fig. 20. 

Fig. 18. MetalUc tube with rigid wall to the left, soft and flexible to 
the right, for introduction on the side of the deviations. The portion 
which depends is intended to be recurved at entrance of nostril to insure 
retention in position. 

Fig. 19. Dilating forceps to mould tube against deviated cartilage. 

Fig. 20. F orceps placed inside tube to make desired moulding. 

(1) Jour, of Laryngol., April, 19Q1. 



Digitized by 



Google 



NASAL SEPTUM. 337 

Asch in deviated eeptmn. If a spur or thickening of fibro- 
cartilage eitist^ it is fir&t tenaoveA by means of an instru- 
ment which consists of a much elongated ring whose 
ellipsoidal extremity has two opposed cutting edges. 
TlKse blades are concave externally and very convex on 
the other side. The lower (proximal) portion of the ring 
is blunt. The bleeding is stopped by means of the cautery 
kniffe. If there is luxation of the flbro-cartilage at the 
antero-inferior part of the septum it is resected with a 



Fig. 2L 

bistoury and the cut mucous membrane sutured. When 
these wounds have healed and cicatrized — ^in about a month 
— ^the deviation is attacked. After cleansing, imder 10 
per cent cocain anesthesia, the septum is incised for two 
or three centimetres close to and parallel with the floor 
by means of scissors resembling those of Asch. The second 
incision Uirough the cartilage is made at an acute angle 
to the first near the front of the nose, so thai liiere exists 
a movable fragment which is held in front by the ante- 
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rior part of the base of the septtun^ which has been left 
untouched towards the tip of the nose, and behind by the 
perpendicular plate of the ethmoid and the vomer. Moure 
then introduces a special metal tube dilator formed of 
two parallel blades of which the outer is rigid, the internal 
one longer and malleable, the malleable blade resting on 
the septum. This is left in position for seven or eight 
days and then removed for good. Warm boracic solutions 
are frequently used at first, and the patient can generally 
resume his occupation after three days. See Figs. 18-21. 

MISCELLANEOUS. 

Tuberonlosis. Benshaw,^ in discussing nasal tubercu- 
losis, reaches the following conclusions which are in part 
based upon experimental study: 1. Primary tuberculosis 
of the nasal mucous membrane does occur in man and not 
so infrequently as is generally supposed. 2. The simple 
introduction of the bacilli into the nostril of a susceptible 
animal without any abrasion may cause tuberculous infec- 
tion. 3. Infection having occurred, the disease tends to 
run a slow course. 4. Probably the farther from the 
entrance of the nostril the seat of the lesion, the more 
rapid the course of the disease and the earlier the invasion 
of other organs. 5. The system is, as a rule, invaded 
by means of the lymphatics though very occasionally by 
other routes. 

W. L. Ballenger* reports a case of tuberculosis of the 
septum in which the diagnosis was verified by inoculation 
experiments. 

leprosy. P. H. Gerber* compares the nasal secretions 
in leprosy to the sputum in tuberculosis as the principal 
means of communicating the disease, only, he adds, the 
lepra bacilli are much more constant, more numerous and 
more resistant in the nasal secretions than the tubercle 
bacilli in the sputa. The nose and throat in leprosy de- 
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mand especial attention in order to render them harmless 
to others. 

Syphilis. In a ease of probably syphilitic necrosis of 
the nasal bones and a chronic nasal affection described 
by G. Heermann,^ a portion of the upper jaw was resected 
on account of periostitis. Not long after this the patient, 
a man of 38, found that he could breathe through his 
nose for the first time in many years. Heermann, who 
reports the case, found that the nose was completely 
obstructed and that the air entered through the maxillary 
sinus, which opened broadly into the nose, while an aper- 
ture of communication was also found in the mouth in 
the alveolar process below. 

Epistaxis. C. N. Cox^ writes of the etiology, pathology 
and treatment of epistaxis. While usually due to some 
lesion within the nasal cavity, it may arise from some 
systemic condition such as plethora, anemia, or organic 
disease of the heart, lung or kidney. When due, as in 
the majority of cases, to an intranasal lesion, the ultimate 
cure is dependent on the localization and removal of the 
lesion. Mechanical pressure by tampon, directly to the 
bleeding point is the most effective treatment, while if 
the point of bleeding is not visible, plugging the whole 
nostril may be resorted to and in very unusual cases, the 
introduction of a posterior plug. The author strongly 
condemns the use of that '^time honored abomination, 
MonselFs solution,'* the frequent cause of suppuration 
and sepsis by the formation of hard, plaster-like coagula. 
As local astringents and styptics he recommends the em- 
ployment of, suprarenal capsule, either in powder to the 
bleeding point or in solution as a spray, a 20 per cent 
solution of ferropyrin in water, which may be sprayed 
freely into the nostril without fear of harm, antipyrin 
in 4 per cent aqueous solution, alum, two drachms to 
four ounces of water, and the peroxid of hydrogen. When 
applicable directly to the bleeding point, the author sanc- 
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tions the uae of the solid stick of silver nitrate^ or the 
galvano-cautery. 

L. S. Somers^ recommendg the use of the suprarenal 
extract in persistent epistaxis. He adds one grain of pure 
carbolic acid to a dxam of sterile water containing ten 
grains of adrenal^ and filters. The resulting solution 
retains its maximum eflSciency and is both sterile and 
permanent Eucain may be added with advantage in 
strengtii of 1 to 3 per cent For epistaxis^ pledgets of 
cottony saturated with the solution are applied to the 
bleeding point The surface is blanched and the muscular 
walls of the i^terioles oontract so that blood cannot flow 
through them. Two cases are reported. 

G. Coates^ reports five cases of profuse epistaxds in 
people beyond middle age and discusses their causation 
and treatment In all^ the sequence of events was the 
same — (a) long continued high arterial pressure; (b) 
some sudden cardiac failure; (c) overfilling of tiie whole 
venous system, and (d) leakage from an overfilled vein. 
The scientific treatment is to empty the overfilled veins 
as by nitroglycerin, nitrite of amyl, etc., afterwards ery- 
throl tetranitrite, and when tiie capillaries are dilated 
and pervious, strychnia and strophanthus. Plugging will 
be avoided in most cases. 

ITeuroses. W. Fliess^ has continued his researches and 
experiences on the relations heiwsen the genital point in 
the nose and the sexual organs. He relates a number of 
cases of dysmenorrhea cured by cauterizing the genital 
spot, and states that labor pains are also susceptible of 
being controlled by this means. In fact> he proclaims, 
the nose is a station on the route travelled by the pain 
stimuli on their way to the brain. Not all the pains pass 
this way, but only those which correspond to the excita- 
tion of certain spinal segments. The pains in the sacral 
and abdominal regions in dysmen(»rrhea and the sacral 
labor pains which irradiate into the hypogastrium^ can be 

(1) Phil. Med. Jour., March 2. 1901. 

(2> Lancet. April 20, 1901. .. « ^ 
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abolished by cocainization of the genital spot in the nose. 
Only that form of dysmenorrhea is influenced in which 
the pains persist after the flow is established. He con- 
siders that parturition is in its essence an exaggerated 
menstrual process, and that the true labor pains are the 
exaggeration of the nasal dysmenorrhea. It is also possi- 
ble to arrest pain from other segments of the spinal cord 
by cocainization of a certain point in the nose, as he has 
frequently confirmed in case of infectious herpes zoster, 
etc. In this connection, too, A. Schiff^ reports observa- 
tions on forty-seven cases of dysmenorrhea. Among these 
there were thirty-four, in whom, hysteria excluded, the 
pains were relieved on cocainization of the genital area 
in the nose, not only once, but repeatedly. 

H. N". Hoople* presents a paper on a nasal condition 
affecting the ocular muscles. His thesis is that "faulty 
pressure within the nose can cause asthenopia of both 
the ciliary and external ocular muscles'' when such pres- 
sure exists in Mackenzie's "reflex area" affecting chiefly 
the middle turbinated body, the adjacent septum and 
the ethmoid cells, when compressed by simple mechanical 
means (such as spurs or displacement), or by swelling, 
the result of inflammatory action. The hemicrania found 
in these cases is dependent, as shown by Loeb, Snow, and 
others cited, on the same condition of pressure, but is not 
itself a symptom of asthenopia. The two are concomitant, 
dependent on the disturbance of the same sensorimotor 
branches of the fifth nerve. Reference is made to cases 
reported by Maxwell and others, in which accommodative 
asthenopia was cleared up by treatment of the nasal fault, 
and also to cases by de Schweinitz and Ziem, in which 
muscular asthenopia was found to be dependent on patho- 
logic conditions in the same area, that is, the presence of 
sinusitis, and which disappeared when the pathologic con- 
ditions were removed. 

The author cites six cases belonging to the restricted 
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type of patient^ named by Qradle the normal asthenops, 
and rests his thesis oa this type alone^ exelnding oases of 
Hbe lets eoncIuBite nearastiienopic type. Case V shows 
changes in behavior of both ciliary and external ocular 
muscles^ brought about by mere mechanical pressure in 
divulsion of tightly pressing middle turbinates. Cases 
VI, VII, and VIII record changes in the same muscles 
tested thoroughly before and after treatment by ablation 
of a tightly compressed middle turbinate. In these cases, 
coincidental urith the removal of the symptoms of asthe- 
nopia, there was the disappearance of the accompanying 
hemicrania, the symptom most in evidence to the patients. 

H. N. Poole^ presents the history of four cases in which 
he removed the middle turbinate with the effect of imme- 
diate improvement of muscular asthenopia, which had 
resisted other and more usual me&ods of treatment. It 
seems a logical induction from the facts presented, that 
muscular asthenopia is frequently a reflex effect from the 
nasal mucous membrane, ^a matter of disturbance ci 
ionervation of ihe ocular muscles by irritation of a par- 
ticular area of nerve distribution in the nasal mucosa.'^ 
Ablation of the middle turbinate removed this irritation. 
The author thinks that a larger proportion of imomalies 
of the ocular muscles is dependent on this form of dis- 
turbance than has been generally suspected. 

B. Sattler^ notes the symptomatology of tiiese reflex 
disturbances of the Ocular muscles. Chronic lesions of 
the anterior region of the middle turbinate, the anterior 
ethmoid cells, etc., have two principal clinical expres- 
sions. 1. Persistent injection of the vertels of ijioe ocular 
conjunctiva, with prominence and distention also of the 
muscular branches, often accompanied by passive edema 
of the retrotarsal folds. Sometimes there is retraction of 
the upper lid, and a peculiar stare. 2. Prolonged and 
severe suffering from continued effort in reading or close 
work. It is tnore pronounced early in ihe day and wears 
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oflf. It is of a neuralgic chai'acter and is referable to 
various points about the orbit. These patients are usually 
neurasthenics. Cases of chronic suppuration in the inferior 
meatus, ethmoid cells or sinuses require a radical extirpa- 
tion of the tear sac by cauterization or excision, with or 
without TCmoval of the lachrymal gland. Every vestige 
of fistulous tracts should be removed. 

A remarkaMe ea^e of nasal reflex neurosis is reported 
by B. Lewy.^ The patient exhibited the symptoms of a 
severe neurosis for years, trembling, insomnia, pains in 
limbs and sacral region, diflBculty in breathing, etc. 
Several polypi were found and removed from the nose, 
but the nervous symptoms persisted unabated until a pro- 
jecting portion of the mucous membrane over the right 
lower turbinated bone was excised. The patient was at 
once relieved from all the nervous symptoms and has 
shown no sign of recurrence to date. The excised scrap 
of mucosa contained a nerve with 110 fibers, some of the 
branches quite large. Almost all were within .3 mm., 
one, .16 mm., from the external surface of the mucous 
membrane. The nerves did not seem to be degenerated. 
In a similar case in a womani of 50, an intractable, boring 
headache ceased completely after excision of a swollen 
portion of the mucosa over the right lower turbinate bone. 
The excised scrap contained a number of nerve ramifica- 
tions only .2 to .4 nmi. below the surface. 

BTasal Hydrorrhea. J. Molinie,^ in a twenty-page 
article, establishes the following conclusions. I. Nasal 
hydrorrhea, as a morbid entity, has ceased to be. II. 
Instead, two groups of causes for the secretion are recog- 
nized, limited by the r61e played by the pituitary body. 
III. In the first group the nasal mucous membrane 
acts directly in producing the secretion, but by varying 
mechanisms according to the cases, and under various 
general and local influences. lY. In the second group 
the nose acts only as a passage for the secretion which 
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may come (a) from the brain, thus revealing a more or 
less grave pathologic condition within the head, or (b) 
from the sinuses, in which case it depends on a new 
growth or a hydrops of these cavities. V. Nasal hydror- 
rhea, whatever its point of origin, is always a secondary 
phenomenon, never essential and primary. VI. It is 
necessary then, when confronted with the symptoms of 
hydrorrhea, to point out the causes, or at least the source, 
of the secretion, before we can thoroughly understand its 
significance, or formulate the therapeutic indications in 
each particular case. 

As to the pathogeny of nasal hydrorrhea in spasmodic 
coryza, Brindel* gives as a result of the most careful his- 
tologic examination of the mucosa in many cases, the 
following conclusions: The liquid flow during a crisis 
(of coryza) is not to be attributed to an exaggerated 
glandular secretion, since the microscope reveals a total 
absence of glands from the hypertrophied mucosa in 77 
per cent of the cases. Instead of being a secretion, nasal 
hydrorrhea is rather a transudation of blood serum, 
through the meshes of the connective tissue of the mucosa, 
a kind of edema with immediate excretion of the extrav- 
asated fluid. The microscopic examination establishes 
the following: (1) an accumulation of round cells in the 
neighborhood of the epithelium and a corresponding 
desquamation at the time of crisis; (2) a considerable 
multiplication of blood vessels, and venous engorgement; 
(3) extravasations throughout the mucous tissue, par- 
ticularly toward the outer surface. As to the primary 
cause of the edema, or the exact pathogeny of the vaso- 
dilation producing it, the author offers no explanation, 
but is content to affirm that glandular tissue counts for 
almost nothing in the production of nasal hydrorrhea in 
spasmodic coryza. 

Abate^ reports five typical cases of vaso-motor coryza 
in which there was no demonstrable disease or abnormality 
of the nose. He found orthof orm insuflflation to be useful. 
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Polyps. J. Wright^ argaes against the assumption that 
polypi are myxomatous in character. On the contrary, 
most polyps consist of a normal amount of loose areolar 
tissue, infiltrated and stretched with serous exudate, and 
do not contain fibrous tissue to any extent, nor are they 
proliferations of embryonal, nor of any other kind of 
tissue. This error of calling mucous polypi myxomatous 
is found in many of the text-books. 

Dermoid Cyrt, H. S. Birkett^ reports two cases of 
dermoid cyst of the nose. The first occurred in a boy 
aged sixteen. At birth it was noticed that there was a 
small round lump of the size of a pea on the nose near 
the tip. This remained so for twelve years, when it burst 
and gave exit to a small quantity of thick, curdy-looking 
pus. The opening was enlarged and the lesion curetted. 
This healed temporarily, but the lump again appeared 
and broke and continued to discharge. A skiagram ^owed 
a fine dark line, extending from the center of the opening 
directly upward and backward into the septum. The sinus 
was opened and freely curetted, and solid nitrate of silver 
applied. At the distal end, several fine hairs were found 
close to the opening. The wound was allowed to heal up 
from the bottom, and the result finally was very satisfac- 
tory. The second case occurred in a boy eight years old, 
who had had a growth on his nose since birth, which had 
recently increased in size until it extended from slightly 
above the line of the eyebrow to about the center of the 
nose. A skiagram showed no deep involvement, and no 
separation of the nasal bones. The cyst was incised and 
the wall carefully dissected out. The opening closed com- 
pletely, leaving an almost imperceptible scar. Photographs 
of both cases, before and after operation, are shown. 

Cystic Angioma. H. L. Wagner^ describes two cases 



(1) Medical Record. Jan. M. 1901. 

(2) N. Y. Med. Jour.. Jan. W. IJOl.^ 
(8) Phila. Med. Jour, of March 8. IML 



Digitized by 



Google 



246 THB NOSB AND THROAT. 

of this rare form of nasal growth^ one in a boy of 9^ and 
the other in a woman of 08. Both presented practically 
the same conditions. The nasal passage shows a single 
Uuish-gray tumor^ entirely oeohnding the posterior nares 
on one side^ and protruding soxnewhai into the naso- 
pharyngeal vault. The feeling under tibe probe is very 
characteristic^ this tmnor showing a greater dasticity of 
its outer walls than any other found in this situation. It 
is very movable and attached to a small base apparently 
a little distance below the spheno-palatine foramen^ where 
the artery and vein oi the same name enter the nasal 
cavity. During and aftw extirpation of the tumor, a 
light brownish fluid escapecl, leaving a very tinn collapsed 
sac of a sausage form. If the seat of the cyst is not 
thoroughly destroyed it will rapidly form again. In sec- 
tions of the cyst wall diametrically cut, it was seen to be 
covered by a ciliated columnar epithelium, except in one 
r^on where the epithelium was squamous. No glands 
were found in any of the sections, but a large number 
of venous blood iiessels, some af them enlarged and run- 
ning parallel with the long diameter of the sac,— also 
some large venous sinuses were seen. As these vessels 
and sinuses constituted the principal elements of the cyst 
wall, the writer has used the name angioma eysticum. The 
cyst fluid was examined chemically and found to represent 
a blood transudate. 

Angio-fibroma. J. E. Ncwcomb^ reports a case of angio- 
fibroma. The patient, a man, aged 21, bad complained 
for seven months of nasal stoppage. Examination showed 
what appeared to be a polypus of the left middle turbinate. 
Two attempts were made to remove the growth with the 
cold snare, but it pulled the wire out of the canula the 
first time, and the second time the wire broke. At a 
su4>8equent attempt a small piece had been removed, but 
the operation was attended by extremely profuse bleeding. 

Bene Cystt. A. Sundholm^ describes three cases of bone 
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cysts occurring in the middle turbinate bone. In one 
case the symptoms were merely those of obstruction; in 
the others, the patients were disturbed by attacks of 
dyspnea at night. He has been able to collect sixteen 
cases in the literature; all but three of the patients w«re 
women, usually between 20 and 40 years of age. The 
symptoms usually resemble those accompanying inflam- 
mation of the accessory nasal cavities, especially the eth- 
moid cells and frontal sinus. The pains irradiate into 
eyebrow, eye and teeth, with headache on the aflEected 
side and tendency to nightmares. Only two cases are 
known of bilateral cysts of this kind. In siTse they vary 
from that of a bean to a hen's egg. In one ease tJie cyst 
was 7 cm. in diameter, with the mucous membrane oyer 
it in polypoid degeneration. The cysts ordinarily contain 
merely air, but occasionally pus, mucus or polypi have 
been found in them. They are evidently of congenital 
origin, he thinks, and are in reality abnormally developed 
and misplaced ethmoid cells. They may occur without 
symptoms of any kind and only attract attention when 
pathologically altered by a concurrwit rhinitia 

Primary Adeno-Careinoma. A case is reported by 
Polyak.* The pati^it had presented himself a year and 
a half before with a growth in one superior meatus, which 
on microscopic examination was found to be a pure papil- 
lary adenoma. A change soon took place and the micro- 
scope showed carcinomatous metaplasia. In the late course 
of the affection the mass grew into the otiier nasal passage 
and into the orbit. The autopsy showed metastases in 
the cervical lymph gland's, lungs, ribs, liver and splerai. 
The age of the patient and other clinical details are not 
given. 

Kiscellaneous. The rdle of the nasal fassm in the pro- 
phylaxis and treatment of ptdmonary tuberculosis is 
discussed by Maurice Mignon (British Congress on 
Tuberculosis). When we consider tte question of the 
prophylaxis of tuberculosis, we must recognize the fact 

(1) Pester Medlz. Chlrurg. Presse, 1909, No. SI. 
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that contagion takes place chiefly through the air. Air 
is the vehicle by which the microbes invade the organism 
far more frequently than food, which can be sterilized by 
cooking. When the air is still infective, in spite of the 
use of spittoons, in spite of the practice of disinfection, 
in spite of every precaution designed to prevent the spiead 
of disease, the nasal fossae are still capable of arresting 
the danger that threatens us. The bacilli that enter with 
the air are in large measure arrested by the cilia of the 
nasal vestibule, and by the very extensive and very irregu- 
lar surface of the mucous membrane. One may thus 
recognize the bactericidal function of the nasal mucus, 
although it has been questioned by some authors. Clinical 
experience teaches, indeed, that the nasal fossae are much 
more resistant to tuberculosis than the rest of the respira- 
tory tract, and even than the bucco-pharyngeal cavity. 
Insufficient nasal permeability (nasal obstructions from 
malformations of the septal ridges, from hypertrophic or 
congestive rhinitis, from cysts, vegetations, adenoids and 
the like) may therefore be considered to increase the like- 
lihood of tuberculous invasion. Prom the point of view 
of treatment the state of the nasal fossae is of equal im- 
portance. As the nose allows more air to enter than the 
mouth, nasal insufficiency results in deficient oxidation 
of the blood, and everyone knows how necessary oxygen 
is to the tuberculous. Entering by the mouth the air 
brings with it harmful microbes, which, accompanied by 
dust, favor the malady. Moreover, this air, insufficient 
and injurious, is unmodified either in temperature or 
pressure. It provokes bucco-pharyngeal, laryngeal, and 
tracheo-bronchial inflammatio^s which impede the action 
of treatment. 

It is therefore absolutely necessary that we shoidd be 
satisfied that patients presenting themselves for examin- 
ation (especially those disposed to tuberculosis or who 
are already tuberculous) are not suffering from any form 
of nasal insufficiency. If any defect is present it should 
be remedied, and we should enjoin the patient to breathe 
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solely by the nose as soon as he is able^ for in this^ habit 
often plays a part. Instruction on the latter point should 
be included in the general advice which one makes a point 
of disseminating amongst all classes of the population. 

C. M. Cobb^ thinks that most cases of cervical adenitis 
have their origin in purulent inflammation of the upper 
air tract, either consecutive to adenoids^ enlarged tonsils^ 
or from purulent rhinitis occurring independently of these, 
or even subsequent to the operation for adenoids and 
enlarged tonsils. He cites a case in which after a thorough 
operation for the removal of adenoids and enlarged tonsils, 
a purulent discharge from the nose, and a cervical adenitis 
followed a coryza. He thinks that the source of the infec- 
tion should be sought in these cases, and that the physician 
should not be content simply to remove the enlarged glands. 
He regards the assigning of tuberculosis or scrofula or 
the asthmatic diathesis as the causative factor in these 
cases as meaningless statements. He is of the opinion that 
most cases of purulent rhinitis are secondary to disease of 
the accessory cavities of the nose, and makes a plea that 
in all cases of enlarged glands in children, a search be 
made for the cause. 

Writing on nasal conditions observed in the aged, B. 
Douglass^ states that he has noted in his practice that 
very few people over fifty years of age seek advice for the 
relief of nasal troubles, while the majority of patients 
who do, either at the hospital or in private practice, are 
between the ages of sixteen and forty years. In old age 
with its decreasing vitality, the liabiliiy to disease is not 
diminished, and we should expect the aged to complain 
of the symptoms of nasal and pharyngeal affections. The 
reason for the fact that so few old people seek relief from 
such conditions, the author believes, must be, that although 
the lesions are present, they do not cause the symptoms 
to which they give rise earlier in life. Five cases are cited 
in which distinct and even marked changes were found 



(1) Boston M. and S. Jour., Jan. 10, 1901. 

(2) N. Y. Med. Jour., May 26, 1201. 



Digitized by 



Google 



S60 THE NOSE AND THROAT. 

upon examination, in none of which did the patient com- 
plain of any symptoms. It is also shown that the symp- 
toms of discharge, pain or obstruction are not in propor- 
tion to the amount of lesion present, but in certain cases 
may be entirely absent, in the presence of well developed 
lesions; that dironic congestive obstructive interference 
with circulation, lymphatic obstruction, and neurotic tem- 
perament are very important elements in nasal cases; and 
that the cure of the patients who suffer from nasal symp- 
toms will often result from mere mechanical removal of 
the lesion present in the nose. The author believes that 
some of these cases may be explained on the ground that 
the changes take place so gradually, and yet so constantly 
that the lesions present in the nose may be from internal 
blood or lymph irritation, while active inflammatory 
symptoms, such as obstruction from the paralysis of blood 
vessels, discharge and pain, may be entirely absent. 

A peculiar case of migratory foreign body is reported 
by D. B. Kyle.* It is of "unusual interest on account of 
the complicated and varied symptoms which were pre- 
sented. The marked symptom in each attack was severe 
neuralgic pain, but the site of the pain, soreness and swell- 
ing changed frequently. At times the attack would simu- 
late mastoiditis, again ethmoiditis, and lastly all the symp- 
toms of confined suppuration of the maxillary sinus. When 
the attack was over there was such an absence of symptoms 
that it was impossible to locate any special diseased area. 
The first attack occurred in January, 1887, and lasted nine 
weeks. There was a sensation of something crawling 
underneath the scalp, that seemed to extend from the back 
of the neck forward over the top of the head. In Decem- 
ber, 1898, the attack was almost identical with confined 
suppuration of the frontal sinus. There was a profuse 
discharge of pus from the nostrils and a small piece of 
needle was expelled on forcibly blowing. This was fol- 
lowed by a cessation of the crawling sensation. 

When first seen by the writer, almost a year later, there 

(1) N. T. Med. Jour., Jan. 19. 1901. 

Digitized by VjOOQ iC 



PLATE VIII. 

Sphenoid Sinus. B. Douglass' Article. 

(Laryngoscope.) 



Digitized by 



Google 




PLATE IX. 

Sphenoid Sinus. B. Douglass' Article. 

(Laryngoscope.) 



Digitized by 



Google 



PLATE X. 
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was pronounoed swelling on the right side of the face, 
reaching the antrum, and up into the orbit, and at the 
base of the nose. An X-ray picture was taken which 
showed that a foreign body was present. Exploration of 
the antrum failed to detect it, however. A few days later 
there appeared, about a quarter of an inch back of the 
opening that had been made into the antrum, a swelling 
that looked much like an ordinary gum boil. This was 
opened, and on examination the point of a needle was 
discovered projecting from the tissues. This was readily 
removed with a pair of scissors, and since that time the 
patient has had no symptoms. It could not be ascertained 
how the needle had entered. 



THE ACCESSORY CAVITIES. 

Anatomy. B. Douglass^ contributes a valuable addition 
to our knowledge of the anatomy of the sphenoid bone. 
His paper describes for the first time the frequency, topog- 
raphy, relations and size of the smaller pneumatic sinuses 
in the sphenoid wings and his conclusions based upon the 
study of 200 cases are as follows: 1. The great sphenoid 
cavi^ may occupy only the body of the sphenoid without 
extending into the small wing, — ^thirty-one times. 2. The 
greater sphenoid cavity may occupy the body of the sphe- 
noid, and other pneumatic cells, with a nasal communi- 
cation and lined with mucous membrane, may develop 
in the small sphenoid wings, — seven times. 3. The great 
sinus may develop in such a way that it occupies one-half 
the sphenoid body and extending into the sphenoid wing 
may occupy it entirely or partially, — 169 times. 4. The 
great sphenoid cavity may occupy the body and extend 
partly into the wing, in which case the whole or a part 
of the posterior ethmoid cell may extend backward into 
the small wing of the sphenoid. The sinus of the small 
wing in these cases is not developed, — forty times. 5. The 

(1) LaryngOBCope, Feb., 1901. 
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greater sinus develops in the body of the sphenoid; the 
sinus in the small wing is also present. These sinuses 
of the small wings communicated on one side with the 
posterior ethmoid cell and on the other side with the 
recessus sphenoidalis. The relations of these sinuses of 
the small wings are important. Above lies the brain, the 
optic nerve and the optic chiasm, below the nasal mucous 
membrane and anterior part of great sinus, anteriorly the 
posterior ethmoid cell; externally the optic nerve runs 
over the convex outer wall and when the sinus is large it 
may have here an important relation with the carotid 
artery and occasionally with the vidian nerve and wall 
of the orbit so that an encysted empyema of this sinus 
may cause optic nerve paralysis, press upon the carotid, 
paralyze the vidian or sometimes cause orbital pressure. 
The operator upon the posterior ethmoid cell may reason 
erroneously in case his instrument enters this sinus. If 
his instrument perforates a thin wall he may incorrectly 
believe that he has entered the brain cavity or great sphe- 
noid sinus. The paper is well illustrated. See Plates 
VIII to XI. 

A. Onodi calls attention to the possibility of direct 
communication between the maxillary sinus and the eth- 
moid or sphenoid cells, or both, by abnormal recesses in 
these sinuses, which extend to encroach on others, with 
an aperture of communication or a dividing wall so thin 
that it is easily perforated. In one case that he illustrates, 
the sphenoid sinus was 3.7 cm. high by 4.7 wide and 3.5 
long, while the maxillary sinus was 4.2 cm. long by 3.6 
wide, with the dividing wall only 1 cm. thick. The lowest 
portion of the sphenoid sinus was on a level with the pos- 
terior portion of the middle turbinate bone. In another 
case the wall separating the two sinuses was only 4 mm. 
thick. In another skull he found a recess in the sphenoid 
sinus 3.5 cm. high and 2.2 cm. long, extending forward into 
the lamellae of the nasal septum for 1.5 cm. In others, the 
recess in the maxillary sinus extended upward and formed 
the floor of the posterior ethmoid cells for a distance of 
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6 mm. in one and 9 mm. in another. Study of sections 
of twenty skulls showed remarkable diversity in the ar- 
rangement of these sinuses and revealed the possibility 
of secondary empyema of the maxillary sinus in case of 
suppuration in the frontal sinus and anterior ethmoid 
cells, as the pus can easily settle down into the antrum of 
Highmore. The same result may follow empyema of the 
posterior ethmoid cells and sphenoid sinus by perforation 
of the thin dividing wall. Jansen makes a practice of 
curetting the ethmoid cells and opening into the sphenoid 
sinus through the maxillary sinus when evacuating the 
latter, in nearly every case. He also systematically treats 
the sphenoid sinus through the ethmoid cells in most of 
his operations on the frontal sinus. 

Suarez de Mendoza^ describes three cases in which he 
discovered supplementary frontal sinuses behind the nor- 
mal ones, each with a separate communication with the 
nose. Some of them were larger than the normal sinus. 
Two similar cases have been published and he found 
anomalies of this kind in several cadavers. In one skull 
a pear-shaped sinus on each side, about 2 by 3 cm. in size, 
was separated from the normal sinus by a thin wall with 
a very small opening. The persistence of the sinusitis 
in one of his cases after supposed complete evacuation 
led to the discovery of the supplementary cavities behind, 
in which the inflammation still continued. 

Etiology. E. L. Vansant^ makes special mention of clos- 
ure of the natural outlet as a causative factor in sinusitis. 
Swelling or thickening of the mucous membrane, the 
formation of small masses of granulations or even the 
presence of inspissated mucus may be the cause of the ob- 
struction. Such closure of the outlet may lead to sinusitis, 
or to a chronic congestion of the lining membrane. Head- 
ache of a dull boring character is the most prominent 
symptom of these affections. The pain is usually well 
localized, though more than one locality may be affected 



(1) Progres mMical, Jan. 19. 1901. 

(2) Jour. Am. Med. Assoc., May 18. 1901. 
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at the same time. The pain is usually increased when 
the patient "catches cold.'* Inspection of the nares will 
frequently reveal the cause of the obstruction^ which, of 
course, we seek to remove. Most gratifying results have 
been obtained in these cases by forcibly syringing the 
opening with hot air used under pressure. The air is 
used as hot as the patient can bear it, and under a pressure 
of from thirty to forty pounds. The nasal chambers are 
thoroughly cocainized and this followed by the application 
of extract of suprarenal capsule. Acute sinusitis treated 
in this way, aided by hot applications externally, low diet, 
attention to digestion, etc., will usually yield in a few 



M. H. Cryer^ does not believe that the general impres- 
sion of the medical and dental professions that the ma- 
jority of cases of antrum disease are brought about by 
infection from diseased teeth is a correct one. Develop- 
mentally the sinuses are related to the nasal cavity, and the 
teeth to the mucous membrane of the mouth. In nearly 
all cases abscesses about the teeth have their fistulous 
openings into the mouth. The author illustrates this by 
a number of original dissections. He expresses the opinion 
**that it is through the conmion communication between 
the frontal sinuses, tihe ethmoid cells, and the maxillary 
sinus that infection is generally conveyed to the antrum 
from the cells and smuses above it, recognizing at the 
same time, tiiat the posterior ethmoid and sphenoid cells 
of the orbital process of the palate bone can also infect the 
antrum by resorption of the partition between these cavi- 
ties. There are more cases in which teeth are lost through 
disease of the antrum, than cases in which the teeth are 
primarily diseased, causing infection of tiie antrum and 
associated cells.*' 

Diagnoris. T. L. Shearer^ emphasizes the lack of abso- 
lute reliability of transillumination as a means of diagnosis 
in sinus disease. He takes exception to the remark of 
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Buault^ that "we can have opacity without empyema, but 
we cannot have empyema without opacity/* for, he says, 
in empyema the light may be thrown into the nasal cav- 
ities by means of some anatomical formation of the hard 
palate and not through the narrowed antrum. He cites 
Griinwald and others who have found a cavity clear which 
was undoubtedly suppurating, though in this case it is 
possible that the cavity may have but just emptied. The 
varying thickness of bone in different individuals, the 
amount of pus and the degree of light all conlsribute un- 
certain elements and tend to make the results unreliable 
except as affording, in the hands of an expert, some addi- 
tional evidence confirming the more decided symptoms. 

Maxillary Antrum. W. E. Casselberry^ discusses serous 
disease of the maxillary antrum and concludes a historical 
summary with a careful report of two cases of his own. 
The diagnosis of a serous accumulation without distention 
or deformity must be based upon aspiration. The trans- 
illumination test is indecisive, although in both cases re- 
ported the light transmission was impaired. Impaired 
light transmission, nasal polypus, degeneration of the 
middle turbinate, ill-defined browache, or sense of full- 
ness in the cheek should suggest an exploratory puncture. 
To distinguish a free serous collection from a cyst may 
be impossible without a wide opening of the sinus. Cas- 
selberry believes that the impairment of translucency 
would vary with the degree of thickening of the mucosa 
and also, of course, with the intensity of the light. 

In discussing empyema of the antrum in young infants, 
Emil Mayer^ concludes that it is established beyond ques- 
tion that the disease in young children is not merely 
caries or tuberculosis or an osteomyelitis, but is as distinct 
an affection as in later life. That so few cases (eight, 
including two reported by Mayer) are noted in the living 
is in all probability due to the fact that the mortality is 
greatest when this complication occurs and also that in 
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the very young the presence of localized pain is so difficult 
to establish. In all the reported cases the symptoms were 
the same^ fistula under the eye usually discharging pus^ 
ectropion, one-sided purulent discharge from the nose 
with foul odor and eroded bone. Careful observation in 
cases of nasal diphtheria is urged. Treatment consists 
of incision, curettement and drainage. 

N. H. Pierce^ urges the more frequent use of the 
method of treating antral empyema by irrigation through 
the natural openings before resorting to puncture, whether 
through the inferior or middle meatus, the canine fossa 
or alveolar process. He prefers the canula of Moritz 
Schmitt to that of Hartmann, and attaches it to a bulb 
sjrringe, which in turn is connected with a gallon per- 
colator jar held or suspended at the level of the patient's 
head. The solutions preferred are Thiersch's solution, 
solution of bicarbonate of soda, 2.5 per cent carbolic 
acid solution, saturated solution of boric acid, and aceto- 
tartrate of aluminum (one ounce of the saturated aqueous 
solution to two quarts of sterilized water). 

Frontal Sinus. Wells^ believes that we are justified in 
laying down the general proposition that in all cases of 
frontal sinus suppuration where we cannot be certain that 
polypi, granulations, necrosis or other chronic changes are 
present, we should, before proceeding to the radical oper- 
ation, make an attempt to cure by irrigation through 
the natural openings. The text-book descriptions which 
refer to the communication between the nasal cavity and 
frontal sinus are frequently incorrect. In thirty cases 
examined by Zuckerkandl, he found that in sixteen there 
was either a bridge of bone in the upper part of the 
meatus leaving only a blind opening above, or that the 
middle meatus communicated directly with the frontal 
sinus. In one-half of Wells' specimens it was possible 
to enter by a probe carried along the hiatus. In the other 
half the ostium was immediately or several millimeters 
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in front of the hiatHs> As a rule the uncinate procese is 
our best guide; the canal will be found just behind or 
just anterior to it In forty-two cases in dispensary prac- 
tice the sinus could be Altered tw^ityneight titnes^ The 
probe should be bent at three centimeters from the end 
at an an^e of 100 degrees; using the uncinate process 
as a guide, (resection of the anteri<Hr eukd of the middle 
turbinate is sometimes necessary), we aj^y the beak of 
the probe well baakward in the hiatus amd draw it for- 
ward and upward m the direction of the sinus at the 
same time fAiai the handle is d^ressed^ If it does not 
slip easily into the eavity do not use forces but feel for 
the ostium wi& the beak a little in front df ibsd hiatus. 
If the somnd be in place (1) &e prc^ will have pene- 
trated about si!£ e^ati^neters or a little moi^ hem its 
extremity to the point where the handle is m eonta<^t with 
the anterior borfer of the ioor of ths nose, {2) the 
direetion will be m^ok that it makes «sk angle of 60 de- 
grees with the floor', (3) the foedk will be dilcect^ forward 
(as shown by the ring indicators on the handle), (4) the 
handle will pera^t a certain amotmt of rotation. 

E. F. Ingals^ presents a useful summaty of empyema 
of the frontal 9inu& and reports four ty^Hcal cases to 
illustrate better the treatment adopted by him in the 
various phases of the disease. He pe*fi»ms the radical 
operation **wheii there are marked ocular, orbitial or cere- 
bral symptoms and in the more violent ty jes of the disease 
which cause severe pain.^^ His inci^oii is through the 
center of the shavted eyebrow and he establishes free 
drainage from the sinus into the nose by means of a Krause 
antrum trocar. This opening should be large enough to 
allow the introduction of a large funnel-shaped drainage 
tube having a flange cm its lower end to prevent it from 
creeping upward into the frontal sinus. He thinks^ in 
opposition to many operators, thBt a small external open- 
ing should b^ maintained in the majority of cases until 
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suppuration ceases. After-treatment consists of boric acid 
4 irrigation and 5 per cent protargol. 

6. Avellis^ has recently had occasion to treat two cases 
of ulceration of the mucous membrane in acute frontal 
sinusitis. Both patients were healthy adults with no pre- 
vious nasal affection^ unusual secretion nor headache. In 
both cases the symptoms commenced suddenly with a 
violent headache and profuse suppuration of one side of 
the nose. The headache was restricted to a region over 
the right eye and the pain was absolutely excruciating 
at times^ most intense in the morning. Both proved to 
be cases of acute sinusitis in which the bone had become 
exposed by destruction of the mucous membrane^ with 
subsequent superficial necrosis of the bone and formation 
of granulations. The extreme intensity of the pains dis- 
tinguished them from ordinary sinusitis and the usual 
intranasal treatment proved absolutely ineffectual. Re- 
covery promptly followed trephining with extensive drain- 
age through tubes. The affection was thus arrested before 
it had passed into a chronic stage, and the necessity was 
avoided of cauterizing the cavity with the resulting dis- 
figuration of the face. The pains ceased in four and 
nine days after the operation, and recovery was complete 
in four and one-half and six weeks. The scar is concealed 
by the eyebrow which was not shaved off. 

Paync^ believes that the anomalies of the sinus have 
much to do with the chronicity of the affection. The 
only i)ositive method of diagnosis is by an exploratory 
opening on the anterior plate. He believes a modified 
Kuhnfs operation the best. Instead of removing the 
whole of the outer plate he makes several openings, ex- 
posing every part of the sinus, but at the same time leaving 
bridges of bone to support the skin. Another modifica- 
tion necessary is to leave two openings for irrigation, 
one at the external as well as one at the internal angle of 
the sinus. If the cavity is large, permanent drainage into 

(1) Archly, f. Lanrngol., XI, 3. 

(2) Jour. Am. Med. Assoc, July 27, 1901. 
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the nose is secured and the recesses of the cavity wiped 
out with a 20 per cent solution of chlorid of zinc. The 
two external drainage openings are closed in five or six 
days, the edges of skin being freshened and carefully 
approximated. The patient must avoid blowing the nose 
for two weeks after closure of the external wound. 

Sphenoid Sinus. P. Puret* presents a method of treat- 
ment of sphenoid empyema by trepanning both sinuses 
through the healthy maxillary sinuses. The case was in a 
woman, aged 25, and a diagnosis was made of double 
sphenoid empyema without involvement of other accessory 
cavities. The left middle turbinal, and, eleven days later, 
the right middle turbinal were removed. The ostium 
from which the pus escaped could then be seen, and an 
opening was made suflBciently large to permit lavage and 
partial curettage. The nasal cavity was, however, still 
very narrow in spite of these operations and interfered 
with proper treatment, so that after six months, improve- 
ment was but slight. Then the left maxillary sinus was 
opened under chloroform, after the Caldwell-Luc method. 
The nasal wall was exsected back to the left sphenoid 
sinus, into which a large opening was made. Communi- 
cation was then established between the two sphenoid 
sinuses, both were packed with iodoform gauze, and the 
gingivo-labial wound sutured. After six weeks the patient 
returned to her work with only a little suppuration for 
which irrigation was done through a catheter. The author 
considers the procedure indicated in the following con- 
ditions: (1) when the maxillary sinus is itself in- 
volved, (2) in sphenoid sinusitis complicated with cere- 
bral involvement, where quick and thorough operation 
is necessary — cases which are not rare, as shown by Tou- 
bert in a recent study, (3) in sphenoid sinusitis occurring 
in an individual with narrow or deformed nasal fossae. 

The same author has contributed* another article on 
chronic sphenoid sinusitis. It is most frequent, he says. 
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in mdividual8 between the ages of 25 and 40. It is most 
frequently secondary to la grippe, sc^rlatiaa, measles, 
diphtheria and syphilis. Bacteriologic examination has 
shown the influenza bacillus^ pneuH)X)eoceus, streptococcus^ 
staphylococcus albus, and a large long bacillus, occurring 
in pairs and staining by Gram's method. Of subjective 
symptoms, he described various forms of cephalalgia as the 
most important (hemicrania, frontal or occipital pain, usu- 
ally well localized, deep, heavy and continuous.) There is 
dyspepsia, vomiting, diarrhea, and often lassitude and 
fatigue. Pharyngitis and laryngo-tracheitis are almost 
constant. Objectively pallor or a chlorotic complexion are 
noted. Inspection of the anterior nares shows in general 
muco-pus in the olfactory cleft, redness, swelling and 
roughness of the mucosa. Posterior rhinoscopy shows the 
posterior wall of the pharynx to be dry and red, with 
glistening crusts above and pus bathiug the posterior ends 
of the comua. By exploration with a bulbous sound 
through the olfactory cleft necrosis of the anterior wall of 
the sinus can be made out and the cavity penetrated. Pus 
may be observed following the course of the sound. With 
the catheter, pus may be obtained by lavage. Exploratory 
pimcture is not to be recommended on account of the dan- 
ger of penetrating the superior wall of the sinus in the re- 
gion of the sella turcica. Sesection of the middle tur- 
binate completely uncovers the opening of the sinus and 
enables one to obtain visual proof of the existence of sup- 
puration if present. This is a simple and safe operation, 
which can be performed under cocain with the cautery or 
special cutting forceps. When bilateral sinusitis is pres- 
ent it may be due to the presence of a communicating ori- 
fice between the two sinuses, or infection may be carried 
by the blood or by an ostitis of the intersinusary bony par- 
tition* Empyema of the ethmoid cells is frequently asso- 
ciated with sphenoid sinusitis and for the diagnosis 
of this condition resection af the middle turbinal is essen- 
tial. Intracranial complications are not rare and would 
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probably be more frequently found if autopay could be 
had upon every case of meningitis. 

Prognosis should always be guarded^ and take into con- 
sideration the general condition of the patient^ which is 
usually bad, and the possibility of intracranial oomplica- 
tionsy always fatal. Under the head of treatment the 
author describes three routes for reaching the sphenoid 
sinus, and methods of operation : (1) by the natural intra- 
nasal route, (2) by the frontal sinus ( Jansen and Taptas), 
and (3) by way of the maxillary sinus (Jansen, Luc, 
Furet). The author particularly favors the maxillary 
route as the shortest, roomiest, and afBosding the opera- 
tor a constant view of the sph^:ioid. 

A more extensive operation than Furef s is described by 
Loeve.^ It is most useful for the eidiirpation of neopkfims 
at the base of the skull, in the nose or naso-pharynx. The 
procedure consists in cutting through the whole length of 
the septum, beginning anteriorly under the lip, and 
through the internal and external walls of the maxillary 
sinus on each side. The floor of the nose may after this 
be forced down on the tongue. The inferior and middle 
turbinated bones may be removed if necessary. The 
growths having been extirpated, the b<my floor of the nose 
and antrum is raised into place. 

Eudolph Panse^ reports a fatal case of tuberculosis of 
the m€kxillary and sphenoid smuses. A girl of sixteen, 
apparently quite healthy, complained (Jan. 24, 1900) of 
nasal polypi which had been removed several times. The 
nose was cleared and nitrate of silver 1 to sugar of milk 
10 was insufiBated to destroy the base. Without having 
before complained of eye symptoms, the patient was sud- 
denly (Feb. 21) led to the clinic by her mother with the 
statement that she was totally blind. Presuming that 
tiie optic nerve was affected through disease of the frontal, 
ethmoid or sphenoid sinuses, both frontal sinuses were at 
once opened. The mucous membrane was very red and 
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peeled from the bone^ but there was no pus in the cavities. 
In order to reach the ethmoid labyrinth the nasal bones 
were exposed and found to show sharply eroded de- 
fects with rather firm granulations. As the disease was 
not an ordinary empyema and the extended disease of 
the bone seemed to be specific, the operation was inter- 
rupted. Neuroretinitis of both eyes was seen on ophthal- 
moscopy (March 10). The antisyphilitic treatment had 
not the least result. Microscopic examination of the gran- 
ulations was negative. There were slight elevations of 
temperature in the evening. The patient was troubled only 
by frequent headaches. The wound would not close, 
new granulations forming in abundance. At last giant 
cells were discovered. The author then (May 2) at- 
tempted to remove all of the diseased area. The nose 
was split, the nasal bones taken out, maxillary, fron- 
tal and ethmoid sinuses cleared of enormous masses 
of tuberculous granulations, ethmoid bone, sphenoid 
bone, anterior wall and septum were removed so 
that the frontal lobe of the brain was freely ex- 
posed. Caseous and granulation masses extended far up 
between the dura and the skull and were scraped away. 
The tip of the nose was sewed and tampons introduced 
from the forehead. The immediate result was freedom 
from fever for three days, the general condition being 
fair. Light and shadow could be distinguished. Soon, how- 
ever, great elevation of temperature set in and finally in- 
tolerable headache. The temperature rose gradually to 40" 
by the beginning of Jime; strength grew less; in the last 
days some albumin in the urine, much vomiting, hyperes- 
thesia of the skin; patellar reflexes increased on both sides; 
abdomen retracted; no stiffness of the neck. The patient 
died in coma (June 11). 

Autopsy. Tuberculosis of the ethmoid bone and anterior 
sphenoid bone; roof of sphenoid sinus intact; roof of 
orbit carious on both sides and covered with caseous 
masses; large defect in ethmoid bone and neighborhood; 
local meningitis; hydrocephalus internus; moderate tu- 
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berculosis of lymphatic glands of the neck and bronchi; 
old focus in apex of right lung; infectious splenic tumor; 
no tuberculosis of the kidneys, etc. 

Tumors of the Accessory Cayities. Bichard Schwenn^ 
reports ten cases of malignant tumor of the accessory cavi- 
ties. Only careful study of the symptoms will enable one 
to judge accurately of the extent and seat of such lesions. 
They will even influence the method of operation. When 
pressure symptoms, indicating the invasion of the cranial 
cavity by the tumor, have appeared, a radical operation is 
generally considered hopeless, especially as it is never 
known how far the field of operation has been infected 
from without, and meningitis may immediately follow 
su3rgical intervention. Perforation into the interior of 
the skull may sometimes be diagnosticated even before 
symptoms of brain pressure appear by a careful considera- 
tion of the several symptoms, and a useless and dangerous 
operation may thus be avoided. 

Of the general symptoms common to all malignant nasal 
growths, stress must be laid on the tendency to degenera- 
tion, which very often leads to the formation of pus in the 
accessory cavities as the result of infection. In seven of 
the author's cases pus was found. The fetor from the 
disintegrating tumor, often quite specific, aids in the diag- 
nosis now and then. The irresistible spreading is evi- 
denced by displacing and destroying the bony portions of 
the nose and the surrounding area. The nose in conse- 
quence appears broadened. The tumors are very apt to 
perforate the ethmoid cells, and as remnants of the growth 
are very apt to remain behind their anfractuosities, the 
exceedingly marked tendency to recurrence can be ex- 
plained. In the more benign growths recurrence sets in 
comparatively late, even after incomplete operations; in 
the more malignant ones, recurrence or autopsy shows 
that remnants were left, or it appeared at the time of oper- 
ation that complete removal was impossible. Hemor- 
rhages are significant, especially in sarcoma of the nose. 

(1) Fraenkers Archlv., XI, 3, 351. 
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Paift o^urs in tvo foims, eitb«r 40 p^xftodioal attacks of 
Qeuittlgia^ apparastly wh^si the tumor fx^Btm on a large 
nerve trunk; or as cimtiiiuous and seT^» pain^ which 
is probably due to pxegsure on the imlls di the oaYity, and 
is especially common in disease of the masillary onus. 
Combinations of the two types may occur. In addition to 
these general symptoms there ai)e special ones of impor- 
tance in localizing the tumor. 

The ten cases are diyided into four groups according 
to their probable ori^nal focus. The first group is 
formed by tiunors in the region of the maxillary aittrum. 
It is of great interest to differentiate them from empyema 
of the sinus. In both of the author's cases the tumor was 
accompanied by empyema and perforation to Ihe external 
surface. Perforation into the cheek or the orbit could 
have been ascribed to the empyema alone^ as is sometimes 
the case. Multiple perforati<ms are hardly to be found 
in ordinary empyema, as the causal pressure oeaa^ when 
the pus has found an exit. For the same reason an empy- 
ema does not cause perforation when the pus has been 
well removed by irrigation. An actively invading tumor, 
however, can perforate in different places in succession. 
Multiple perforations may, therefore, be looked upon as an 
indication of a malipiant tumor. Most important in diag- 
nosis is the pain, often int^se, which may be oonsidered 
characteristic if simple retention of pus by closure of the 
ostium can be excluded. The presence of pus may be mis- 
leading. The possibility of the existence of a malignant 
tumor must not be forgotten even in apparently acute sup- 
puration, when the latter is prolonged, even if pain is not 
complained of, which happens when the tumor has not yet 
filled the cavity. A furtiier indication is the failure of 
irrigations to relieve the feeling of pressure, to diminish 
the pus, to do away with the odor, or to improve the 
cachexia present in many of these cases. 

The next groups are interesting on account of the ocular 
symptoms which are occasionally the very first to be noted. 
The second group is formed by tumors originating in the 



Digitized by 



Google 



THE ACCESSORY CAVITIES. 265 

anterior ethmoid cells. In eontradistinction to growths of 
the posterior ethmoid cells^ the naso-pharyngeal osLvity re- 
mains free. In no case were both sides of the nose ob- 
structed and there was little hindrance to nasal respira- 
tion. A second characteristic was involyement of the 
septum^ which occurred in all three cases. In more ad- 
vanced cases there is ill defined headache. Perhaps this is 
on account of the tendency of these tumors to crawl toward 
the base of the skull and to produce the symptoms of brain 
tumor, after destruction of the bone without definite local 
symptoms. Psychic disturbances were present once in 
addition. Perforati(m into the orbit through the l^in par- 
tition is to be expected. It is eMy to recognize from dis- 
turbance of motility, senability and vision, whai muscles 
or nerves of the orbit are attacked by the tumor or affected 
by pressure. A differential diagnosis betwe^i the tumor 
and orbital phlegmon from other causes must be made. 
This is the more difficult when no tumor can be seen in 
the nose. At first a tumor of this region might remain 
hidden behind the turbinal, which would have to be re- 
moved to allow a diagnosis to be made. It must surely be 
rare for orbital phlegmon to cause no functional disturb- 
ance of the eye — ^which was, however, the case in one 
instance of perforation of the orbit by a malignant tumor. 
When the eye is displaced it will be to one side, or upward 
or downward. The lacrimal apparatus will ako be unpli- 
cated. According to the anatomy of the orbital cavity, per- 
foration from the anterior ethmoid cells would result— first 
in affection of the superior oblique muscle, and the supra- 
and infra-trochlear nerves, later of the internal rectus 
muscle. 

Perforation into the orbit is still more apt to occur 
with tumors of the third group, starting from the posterior 
ethmoid cells. The eyeball protruded in two cases. Im- 
pairment of motion of the eyeball to the outside was prob- 
bably due to affection of the sixfli nerve, the complete 
amaurosis to involvement of the optic nerve. The naso- 
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pharyngeal cavity was invaded early, leading to occlusion 
of both nostrils. 

The fourth group, including tumors of the sphenoid 
sinus, gives at first but few symptoms, which later on 
are of great variety, caused especially by involvement of 
the cranial nerves. The time of appearance permits safe 
conclusions as to the location and progress of the disease, 
perhaps even before there is evidence in the nose, as occlu- 
sion, etc. In the author's case the disease began with pain 
in the right half of the head, with alleged swelling of the 
latter, the pain later spreading over the whole head. There 
was also marked impairment of hearing in the beginning. 
Not until about nine months later did the eye become 
affected, there being diflBculty in opening, especially the 
right one. Three weeks later there were found convergent 
strabismus, paralysis of both recti muscles, diminution of 
vision, impairment of sensibility in the area of distribution 
of the second and third branches of the trigeminus, loss 
of taste on the right half of the tongue, and absence of 
the sense of smell. As disturbances in the eye were not 
observed until nine months after the appearance of neu- 
ralgia of the third branch of the trigeminus, it must be 
surmised that the tumor perforated the lateral wall of 
the sphenoid sinus rather deep down and far back, where 
it could attack first the th^rd branch of the trigeminus. 
The temporary freedom of the other nerves near the sinus 
can also be explained by the greater ease with which they 
could yield before the pressure of the growth. The marked 
impairment of vision could be ascribed to pressure on the 
optic nerve from displacement of the upper wall of the 
sinus, without the necessity of neuritis or choked papilla. 
Judging from anatomic specimens, perforations through 
the middle of the lateral wall of the sphenoid sinus would 
be followed by compression of the internal carotid and 
cavernous sinus, possibly with subsequent circulatory dis- 
turbance. Then the abducens would be affected running 
close to the carotid, then the oculo-motor and its near 
neighbor, the trochlear nerve, and lastly the second branch 
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of the trigeminus because it cannot yield before the pres- 
sure just before passing through the foramen rotundum. 
The third branch of the trigeminus will be the first to be 
attacked in perforation through the posterior portion of 
the lateral wall of the sinus — ^being attacked just before 
entering the foramen ovale — ^and, like the second branch, 
being unable in this position, to yield before the pressure. 
The oculo-motor nerve lies closer to the posterior portion 
of the sphenoid sinus than the abducent, but will neverihe- 
less be implicated later because the adjacent portions of 
the wall of the sinus are thick and not easily perforated. 
Nerves may be affected not only by pressure but also by 
inflammatory processes in the neighborhood of the tumor. 
Such cases will make the diagnosis more difficult as the 
pronouncedly rapid progress of the disease would point to 
a pure phlegmon. The sense of smell was affected from 
implication of the olfactory tract by the tumor's breaking 
through the upper wall of the sphenoid sinus, or from its 
filling up the naso-pharyngeal cavity and acting as an 
obstruction. Impairment of hearing could not be accu- 
rately interpreted, the data not being sufficiently noted. 
The most probable cause is obstruction of the tubal ostium. 
Eeference to the extraordinarily loud subjective noise sug- 
gests the possibility that the tumor first perforated the 
lateral wall of the sphenoid sinus, then extended along the 
carotid canal, from the wall of which it eroded the capsule 
of the cochlea. Tumors of the sphenoid sinus may, per- 
haps, originate in the hypophysis. In such cases the intra- 
cranial symptoms would appear very early, especially those 
from the optic nerve. Cerebro-spinal fluid escapes quite 
often in the form of nasal hydrorrhea. The author could 
not report a typical case of tumor of the frontal sinus. 
There the symptoms would resemble those of tumors of 
the anterior ethmoid cells when perforating Into the orbit 
and cranial cavity — ^the levator palpebrarum and superior 
rectus muscles would perhaps be affected. The symptoms 
might resemble those of a simple empyema of the frontal 
sinus. Further observations are much to be desired, a^ 
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all operations on such malignant tumors are most serious. 

Q.Prota^ has reported tiro cases of cardnoma of the eth- 
moid cells, both fatal. In one^ the symptoms were at first 
atfadbtited to a coexisting naso-pharyngeal polypus and 
hypertr<q)hic rhinitis. The nasal fossae were unobstructed 
and a bconogeneous tumefaction on the middle turbinate 
bone was ascribed to the rhinitis, as also the fronto-occipi- 
tal neuralgia. The patient was a robust young man, but 
the carcinoma n^de rapid progress after extirpation of the 
polypus and of the tumefied portion of the turbinate bone, 
which seemed to accelerate its course. In the second case, 
the symptoms indicated a malignant neoplasm in the eth- 
moid cells from ihe first. 

Eollet* expresses the opinion that mucocele of the fron- 
tal sinus results from a chronic inflammatory hypersecre- 
tion with retention of mucus, causing over-distention of 
the carity of the sinus. In 1896 he showed to the Societe 
de Medicine the case of a youth, aged 18, who had an old- 
standing hyperostosis obliterating the bridge of the nose, 
followed by symmetrical orbital tumors which appeared 
eight months before operation. On trephining, the sinus 
was found distended with a mucous fluid. In three other 
cases of mucous distention, hyperostoses haire been noticed. 
In one of them, however, the bony growth was unilateral. 
Bollet has also found hyperostoses in two cases of old- 
standing empyema of the frontal sinus on which he has 
operated. The tumors are often fluctuating in parts, and 
this fact, together with their exact limitation to the naso- 
orbital region, should suflSce to distinguish them from 
osteomata and syphilitic exostoses. The cases usually occur 
at the period of adolescence, but the theories of primary 
bony oYergrowth or primary obstruction of the canal are 
not as probable explanations of the occurrence as the tiie- 
ory of primary inflammation. In one of the cases men- 
tioned, pressure caused the tumor to empty itself into the 
nasal fossa. 



(1) ArchiT. Ital. di LariAgol., XXI, 1. 

(2) Loron MMlcal. March 31, 190X. 
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THE NASOPHABYNX. 

Dunbar Eoy^ believes chronic nasopharffngeal bursitis 
(Tornwaldt^s dieease) to be a clinical entity. He 
condemns the practice of mopping out the nasophar- 
ynx without seeing the point for whicJh the appli- 
cati(m is intended^ as being unscientific, asid urges 
more minute study of the nasopharynx with the as- 
sistance of the palate retractor if necessary. The treat- 
ment recommended consists in cleansing by means of a 
spray consisting of equal parts of peroxid of hydrogen 
solution and water by the patient at home, and the appli- 
cation, by the physician, of a solution of nitrate of silver 
60 grains to the ounce, directly to the sulcus, followed 
by thorough spraying of the nasopharynx with hot melted 
vaselin and orthof orm* Prognosis as to ultimate cure is 
not brilliant. 

Myeoiis. Donnellan' reports a case in a male, 42 years 
of age and in good health. '^The fsucial tonsils on each 
side, part of the postpharyngeal wall and both surftices 
of the uvula were covered with a grayish-white mem- 
brane somewhat elevated from the mucosa, aaid closely ad- 
herent to it, leaving a bleeding surface when removed by 
the forceps/^ Clinically the case resembled nasopharyn- 
geal diphtheria, but there was no albumin in the urine, and 
no Klebs-Loeffler bacilli. Microscopically the membraue 
showed mycelial rods or threads of bacillus leptotiirix, 
arranged in parallel rows, surrounded by masses of gran* 
ular material. The patient was treated by removing pOT«- 
tions of the membrane with Griinwald's punch forceps, 
and the underlying mucosa was mopped with full strength 
hydrogen dio^tid. The membrane gradually disappeared. 

The disease is eomparatively rare, non-contagiotts, and 
pursues a prolonged course* It is closely similar in ap- 
pearance to diphtheria, rendering it xfeecessary that an 



(1) Annals of Otol., etc., August, IJKU. 

(2) Phila. Med. Jour., Dec. 8, 1900. 
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accurate diagnosis be made in each individual case^ since 
there is danger that it may be diagnosed as diphtheria, 
even though there is no constitutional disturbance and no 
albuminuria, as cases of mild diphtheria not infrequently 
occur. The treatment consists in the removal of small 
portions of the growth at repeated sittings by cutting for- 
ceps or the galvano-cautery. 

^Tphilii. This disease has not received sufficient atten- 
tion in the text-books, according to Pischenbeck,^ who 
gives the results of his observation of 235 cases of syphilis 
observed by him in fifteen years. In these the nose was 
involved eighty-two times, and of these the nasopharyngeal 
cavity was diseased forty-nine times. The nasopharynx 
alone was affected fourteen times — ^that is, at the examina- 
tion syphilitic disease could not be demonstrated in any 
other organ. In the other thirty-five cases, specific disease 
could be demonstrated elsewhere, too. The second and 
third stages and hereditary syphilis were seen. Primary 
sores in the nasopharynx were diagnosticated first in 
Prance. They can nearly always be traced with cer- 
tainty to infection by means of an instrument or of the 
finger when palpating. The author saw secondary mani- 
festations consisting of mucous patches on the posterior 
surface of the soft palate and in the vault of the naso- 
pharynx directly above the choansB. By far the most seri- 
ous and important manifestations are those of the third 
stage. The disease appears most frequently during the 
first six years after infection, the longest interval between 
infection and localization in the nasopharynx having been 
twenty-two years, the shortest, two or three months. The 
picture of the later forms of syphilis in the nasopharynx 
does not vary greatly. The original focus is always a 
gummatous Infiltration of the mucous membrane, which, 
however, is rarely observed, as it causes no symptoms 
and may run a latent course. In most cases ulcerations of 
various sizes are found. They may extend over the whole 
vault into the tubes and choansB, and downward over the 

a) Frinkers ArehlT., XI, 8. 
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pharyngeal mucous membrane. The whole space is thus 
converted into a cavity filled with dirty grayish, blood- 
stained masses of pus. 

The vault of the pharynx at the location of the pharyn- 
geal bursa is a favorite site of the isolated ulcer. On 
probing, exposed bone can be felt, especially at the roof. 
Sequestration is more rare, however, than in the nose. 
Patients complain of pain in the throat of long duration. 
The pain in swallowing seems to be much greater than in 
ulcers of the pharynx or larjmx. Headache is pathog- 
nomonic. The pain is described as very severe, of a 
boring and sticking character, and as present in the occipi- 
tal region. At the same tin^e the patients complain of 
pressure in the whole head, and of a feeling of numbness 
or obtuseness. Earache is usually transmitted. In one 
of the author's cases an ulcer had spread from the vault 
into the left tube, and produced an acute otitis media. 
The enormous secretion is in a certain sense pathogno- 
monic. The author was induced by it to open into the 
accessory sinuses of the nose, but usually witiiout benefit. 
The secretion ceases gradually as the idcers are cleansed 
and cured. It is apt to affect the stomach disastrously. 
The cachectic appearance of such patients is most striking, 
but they recuperate very rapidly when treated energetic- 
ally. Fetor is sometimes present, especially when the nose 
is involved. The use of the post-rhinoscopic mirror can- 
not be urged enough, as ulcerations may persist in the 
nasopharynx when all other lesions have yielded to anti- 
syphilitic treatment. Stress must be laid on the necessity 
of combining general syphilitic with energetic and rational 
topical treatment. In extensive ulceration, general treat- 
ment alone cannot effect a complete cure without simulta- 
neous topical applications. Large ulcerations were seen 
immediately after the use of from twenty to forty inunc- 
tions, and of large doses of potassic iodid. The ulcers 
showed a tendency to spread rather than to heal. The 
abundant secretion leads to the formation of crusts, which 
keep up the morbid process. The author insists on fre- 
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quent and thorough cteansii^, best by means of a naso- 
pharyngeal syringe with small openings, introduced 
through the mouth. The middle ear never became infected 
as a result of the sometimes forcible irrigation with the 
many remedies used. Bspecially when great pain is pres- 
ent, insufflations of equal parts of calomel and orthoform 
as well as applicatimis of iodid-potassic iodid-giycerin 
solutions were the most serviceable. Strong caustics, as 
well as the sharp spoon, have been abandoned, although 
when granulation tissue keeps up the formation of secre- 
tion it must be removed. In about a dozen cases of syphi- 
lis whidi had run its course^ where the whole interior of 
the nose was destroyed and the mucous membrane full of 
cicatricial tissue, the author found that topical treatment 
had either been neglected idtogether or had been insuffi- 
cient. On the other hand, even in Ms very worst c^ses, 
there were never any perforations of any extent, nor any 
adhesions as long as he had opportunity to observe them. 
The brief but often interesting and instructive histories of 
forty-nine cases are appended. 

Pharyngeal Tonsil. F. Wex^ gives a detailed account 
of the normal kigidlogy of the pharyngeal tonsil in the 
young infant. In all but one instance the tonsils were 
covered with ciliated columnar epithelimn. Slightly 
homy epithelium covered the tonsillar surface in the single 
instance, but without extension into the lacunae, or into tiie 
moutiis of the ducts. The auCbor then relates his cas^s of 
tuberculosis of the pharyngeal tonsil in which he found 
tubercle bacilli in six out of the seven cases reported* In 
reviewing the literature, tin author finds that in 599 exam- 
ined, there were thirty-three eases of tuberculosis, making 
6.61 per cent. 

M. D. Lederman' states that mtmfhAfreaiMng vn child- 
hood exerts a harmful influence on ^e growing osseous 
structures of the oral wtvity and surrounding parts. This 
influence is manifested by displaonneiit of the teeth in^ the 



Q) Archives of Qtoloo, XX3X, e. 
(2) N. T. Med. Jotih ^^ 
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alveolar arch. The cases are thus frequently brought to 
the dentist, who should always advise removal of the nasal 
or postnasal obstruction as well as devising mechanical 
means for correcting the deformity. The untoward results 
are produced by the faultily directed atmospheric and mus- 
cular pressure. .When the mouth is closed the tongue rests 
against the teeth^ the alveolar processes and the palate^ 
thus equalizing the pressure of the teeth against the lateral 
portions of the maxilla. This provision of nature loses 
its influence when the mouth is kept open. Thumb-suck- 
ing is also suggested as an exciting cause of the dome- 
shaped palate. If the milk teeth are retained beyond the 
normal time of shedding the result is often displacement 
of the permanent set, and indeed this is the most common 
cause of such displacement. The delay in shedding the 
milk teeth is caused by some defect in the general system 
which interferes with absorption. Here again nasal ob- 
struction may act in determining the perverted constitu- 
tional condition. To avoid such malformations, prophy- 
lactic measures must be employed at an early period, and 
the etiologic factor removed at an early period of child- 
hood. 

Prophylactic treatment against adenoids for all chil- 
dren who show a tendency to lymphatic enlargements is 
recommended by Cuvillier.* The treatment consists of 
local antisepsis and general tonics. He advises menthol- 
ated oil 1 :50 or sterilized olive oil with resorcin 1 :25, to 
be instilled two or three times daily. The insuflSation 
of powders such as boric acid and talcum aa. 5.0 with 
menthol 0.10, and nasal irrigation with boric acid solution, 
not more than 20 cc. at a time, are also recommended. Of 
2,019 cases of adenoid growths treated at La Clinique des 
Enfants Malades, 1,214 were of the respiratory type, 75 
of the auricular type and 703 of n^ed form. 

P. D. Kerrison* calls attention to the prevalence of 
pharyngeal adenoids, often unrecognized in children, and 

(1) Ann. de Med. et Chlrurs. Infant., Jan. 1, IML 

(2) Medical News, Feb. 3, 1901. 
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their responsibility for grave conditions in adolescence and 
in adult life, impairing the hearing, adding greatly to the 
gravity of intercurrent affections and increasing the pa- 
tient*s receptivity to the germs of tuberculosis and diph- 
theria. He recommends the routine examination of all 
children for adenoids, and, of course, their prompt and 
complete removal when present. This is best accomplished 
while the patient is under the influ^ice of a general anes- 
thetic. 

Aural disease is rated as the most important sequela of 
pharyngeal adenoids by J. H. Woodward,^ while laying 
emphasis as well upon the well-known deleterious influ- 
ence of adenoids upon the general health by producing 
anemia, malnutrition, mental apathy, listlessness and 
stunted growth. These effects, he thinks, are due not only 
to the mechanical obstruction of the upper air passages, 
but to the possible secretion of a toxic substance by the 
adenoid growth itself. He cites the changes for the better 
which follow the removal of adenoids as among the most 
striking that are observed in medical practice. 

When the removal of adenoids fails to effect the promised 
cure of mouth breathing, the cause, according to Huber,* is 
to be sought among the many conditions which may cause 
obstruction to the free passage of air through the nose. 
The trouble will certainly be located in this region. Ade- 
noids can be curetted without narcosis by the Delstanche 
modification of Gottstein^s curette. After the operation, 
warm salt solution is instilled into the nose every few 
hours, and subsequently two or three times daily for at 
least a month. Massage of the facial muscles restores their 
tone. 

0. T. Freer* maintains that no treatment is effective 
except thorough operation. He combats the idea that 
the nasopharynx is not especially sensitive, and vigorously 
opposes operation witHtfot anesthesia on account of the 
intense fright and pain to the child, and the impossibility 

a) Medical News, Feb. 23. 

C2) Pediatrics. March 1, 1901. 

(3) Jour. Am. Med. Assoc. Not. 24. 1900. 
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of doing a thorough or satisfactory operation without 
the relaxation which accompanies anesthesia. Even in 
those cases of older children in which cocain anesthesia can 
be used, the operation is apt to be incomplete, haphazard 
and imperfect. The question of anesthesia is. discussed at 
length and the author concludes that the Schleich mix- 
ture is not to be recommended; that nitrous oxid does 
not maintain a sufficiently long anesthesia; that chloro- 
form is imsaf (B> numerous deaths and many frights being 
reported from its use; and though ether has its objec- 
tions, it is to be preferred to any of the others, in his 
opinion. 

In operating he prefers a position in which his patient 
lies on the side with his chest close to the edge of the table. 
He describes various instruments, but prefers Loewen- 
berg's forceps, using two sizes in each case, and after these 
he uses the Ingals nasal bone-forceps to remove any masses 
that may remain on the posterior wall. He thinks the 
Gottstein knife frequently fails to remove the whole of 
the growth, leaving deposits on the posterior and lateral 
pharyngeal walls, that with it there is some liability of 
wounding the Eustachian prominences, and that it is too 
large an instrument to adapt itself to the nooks and re- 
cesses of the walls of the nasopharynx. ^^No operation for 
adenoid vegetation is complete without this last stage 
[use of nasal bone-forceps] of the performance. Though 
the finger pressed into the choanss may at first discover no 
growths whatever, as soon as the bone forceps are pushed 
through the nostrils against it, these polypoid masses are 
readily felt.'* The finger is used to be sure that the tissue 
is all removed. No after-treatment is necessary. 

Wyatt Wingrave* describes a "tonsillotomy rash*' which 
occurs occasionally after the removal of tonsils and ade- 
noids. The eruption appears on the second or third day, 
either papular, roseolous or erythematous in type. It most 
frequently attacks the neck, chest and abdomen, lasts gen- 
erally two or three days, disappears witiiout desquamation, 

(1) Jour, ot Laryncol., October, 1901. 
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but is Bometimes associated with intense itching. The con« 
stitutional disturbance is slight 

H. Gradle^ has discarded his well-known forceps and 
performs all adenoid operations with his modified Schuetz 
adenotome. The chief difference is in the form of the 
handle. On the basis of his experience he "can say em- 
phatically that the adenotome will in every instance remove 
the entire tonsil in one sweep with less pain^ and, on the 
average, less hemorrhage than any other instrument. It 
is only when a timid operator does not press suflBciently 
that any adenoid tissue is left. Any one who has seen 
the adenotome satisfactorily used cannot but decide that 
in the average case the discomforts and the psychic shock 
of anesthesia far outweigh those of the operation/^ and in 
view of the danger he has no hesitation in condemning 
anesthesia as unjustifiable, except in the case of children 
who cannot be managed by gentleness, or when the f aucial 
tonsils require operation at the same time. 



MOUTH, PHAEYNX AND TONSILS 

J. L. Goodale* presents a contribution to the pathology 
of the so-called neurotic inflammations of the mouth, 
which will be of value to the laryngologist, whose knowl- 
edge of diseases of the skin is unfortunately too often 
superficial. The phenomena are grouped under the fol- 
lowing divisions: 1. Herpes zoster. 2. Herpes buccalis 
and lingualis, herpes facialis, erythema exudativum mul- 
tiforme or buUosum. 3. Erythema nodosum, purpura 
rheumatica. 4. Stomatitis neurotica chronica of Jacobi. 
5. Dermatitis herpetiformis of Duhring. 6. Pemphigus. 
The value of the essay is increased by a bibliographical 
list of thirty-three papers. 

Writing on the pathology of pharyngomycosis, D. B. 
Kyle* supports the views of Seibenmann, Brown-EIelly, 

(1) Lanrngoscope, March, 1901. 

(2) Annals of Otol.. etc., May, 19(0. 
(8) Laryngoscope, April, 190L 
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Goodale and others as to the etiology, they believing that 
the affection is not due to the leptothrix, but is in reality 
a keratosis associated with a varying degree of subepi- 
thelial change. Kyle believes that the action of the lep- 
tothrix is secondary and that it is more than likely that 
the chemical change brought about by the pathologic 
alteration in the sub-mucosa causes a change in the gland- 
ular secretion and forms a soil which is a suitable nidus 
for the proliferation of certain bacteria. The sections of 
tissue which illustrate the paper show the primary lesion 
to be in the sub-mucosa, and not superficial, as would 
probably be the case if bacteria caused the condition. 
The value of the paper is enhanced by a complete biblio- 
graphic list of 111 references. 

Teeth. The relatively new dental specialty, orthodon- 
tia, brings the dentist and the laryngologist into closer 
relation, for while the correction of malocclusion depends 
largely upon the mechanical treatment of the teeth, among 
the most common causes are the conditions which belong 
to the realm of laryngology. H. W. Loeb^ suggests an 
operation for the approximation of the central incisors, 
which has been effective in the cases in which it was em- 
ployed. It consists in plunging a galvano-cautery knife 
in the median line, beginning at the upper and anterior 
margin of the mass of tissue which separates the teeth, 
and carrying it well under and behind the alveolus even 
to the fan-shaped prolongation of the tissue on the palate. 
One to four applications are required and care must be 
taken not to insert the cautery point too close to the teeth. 
Eetention bands may be used at the same time. 

The Palate. Two years ago, Maljutin, of Moscow, pub- 
lished an article on the influence of the formation of the 
hard palate on the quality of the voice in singers. Fur- 
ther observations have confirmed these views. This is 
the case not only in singers, but also in others who are 
required to speak much or to read aloud, great irritability 
of the throat and tendency to tire being ascribed to insufB- 

(1) Annals of Otology, etc., August, 1901. 
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dent arching of the hard palate. He reports^ the fol- 
lowing case in a student, aged 28 years, who consulted the 
author on account of his abnormal voice, which had 
troubled him since his fifteenth year. At that time his 
clear child's voice began to change, but retained the char- 
acter of a high non-metallic falsetto until his seven- 
teenth year. Electricity was applied and he was advised 
to speak in as deep a voice as possible. He succeeded in 
learning to do so, but only for a short period. When 
excited or attempting to speak with a loud voice he be- 
came tired and his voice broke. In phonation the cords 
were completely approximated when the low notes were 
produced, and when higher notes were formed the poste- 
rior part of the left cord lags, leaving a small gap. The 
structure of the upper jaw is striking. It is too narrow, 
while of the normal length (5 cm.) and of very great 
height (2.2 cm.). The author never saw so narrow a jaw, 
even in a woman. The distance between the back molars 
measures 2 cm., so that the hard palate has the shape of 
a narrow, deep sack. The explanation is advanced that 
the patient was bom with a deformed upper jaw, and that 
the resonator was better adapted to a high feminine than 
to a deep masculine voice. As long as the vocal cords 
were undeveloped, the boy's voice was normally child- 
like. When, however, they grew larger at puberty, and 
could not vibrate the necessary number of times for the 
formation of high notes, the young man could not develop 
a man's deeper voice because the construction of the reso- 
nator made the transition exceedingly difficult. He could 
not retain his high voice because the long cords could not 
in their whole length vibrate quickly enough. So only a 
part of the cords was set in motion, and the falsetto thus 
produced. 

As the patient was quite unmusical, exercises with the 
tuning fork and the piano had to be abandoned. A plate 
was made for him which made the form of the palate 
somewhat concave, resembling the form of a resonator for 

(1) Fr&nkers Archlv., XI, 8474. 
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a baritone. After a few months of indiscriminate use of 
the voice while wearing this plate, the patient's voice 
improved greatly. It became easy for him to use the mid- 
dle register, and falsetto notes became rare. He is now 
able to dispense with the plate altogether. His voice is 
non-metallic and hollow, but not hoarse. Persons whose 
palates do not correspond with their voices must develop 
the faculty of changing, by means of the muscles of the 
soft palate and the larynx, the form of the resonator, and 
thus securing better resonance of the voice. The plate 
enabled the patient to obtain this faculty of acconunoda- 
tion. 

Tubercular Perforation of the Palate. According to 
Grocler,* tubercular perforation of the veil of the palate 
may be primary, and of the character of a purely local 
lesion; usually, however (six times out of eight), it fol- 
lows a pulmonary or laryngeal tuberculosis. It always 
accompanies tubercular ulcerations of the lips, gums, pal- 
ate, tongue, tonsils and pharynx. The ulcerations present 
irregular polycyclic borders with yellowish granulations. 
They prefer the middle part of the velum. They may be 
confounded with syphilitic ulceration, but the latter 
affects particularly the osseous walls and its borders are 
more sharp. The remainder of the mucosa is red and does 
not show the ulcerations and paleness of tuberculosis. Sin- 
gle in tuberculosis, the perforation is often multiple in 
syphilis. The perforating buccal disease coexists with 
other manifestations of tuberculosis. The treatment is 
first of all general. Locally we may use lactic acid, one 
to ten, Ziehrs solution, chromic acid, tincture of iodin 
and cauterization. 

TTynla. A. Fried* reports a peculiar case in a man of 
49 who had been suffering for four days with constant 
nausea and vomiting, which had prevented him from tak- 
ing even liquid nourishment. The symptoms dated from 
his having eaten on one occasion plums direct from the 
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tree, immediately after which pain in the throat was expe- 
rienced. Examination of the pharynx showed the uvula 
to be much enlarged, and presenting on its lower portion 
a dark brown mass, about half a centimeter in length, 
which had the appearance of a foreign body. Examina- 
tion showed this to be imbedded only at one end. On 
removal with forceps it was found to be an ant, which had 
bored deeply into the uvula. Twenty-four hours later 
the patient had completely recovered. 



THE TONSILS. 

A new method of operation on hypertrophied tonsih is 
described by Vacher* of Orleans. He employs a special 
forceps, made of two sharp spoons of different curves. All 
adhesions about the tonsil having been first separated, with 
the aid of curved scissors, the gland is grasped with the 
forceps and removed with a rotary motion. The opera- 
tion is said to be comparatively bloodless, and is especially 
adapted to yoimg children and cases where the tonsils 
are buried beneath the pillars. 

Uhlman' gives a very full r6sum6 of the literature on 
the subject of the tonsils as portals of infection. He pre- 
sents the following conclusions : 1. That the normal ton- 
sil has a physiologic function, probably protective to the 
organism. 2. That being in itself often diseased, the 
physiologic function of the tonsil is impaired, and that 
instead of being protective, it is the nidus for the growth 
and distribution of pathogenic organisms and their poi- 
sonous products in the system. 3. That many grave and 
fatal general infections have their origin in the tonsils. 

4. That if the exanthemata, particularly scarlatina, are of 
bacterial origin, the tonsil acts in part as port of entry. 

5. That acute articular rheumatism, and the diseases 
often associated with it, endocarditis and chorea, in the 
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great majority of cases, are due to the action of attenuated 
bacteria, their toxins, or both, entering the system through 
a diseased tonsil. 6. That in those rare cases of typhoid 
fever in which no intestinal lesions can be demonstrated, 
the similarity of the tonsillar tissue and Payer's patches 
suggests the tonsil as the portal of entry of the Eberth 
bacillus. 7. That scrofulosis is often associated with dis- 
eased tonsillar tissue, and that the tubercle bacillus often 
enters the system via the tonsils. 8. That the tonsil is too 
little examined at autopsy, and much light might be shed 
on fevers of imcertain origin by its bacteriologic and his- 
tologic examination. The bibliography includes sixty- 
eight references to the literature. 

Tonsillitis. — ^Etiology. DuvaP maintains that tonsil- 
lites are essentiaHy infectious. They appear with diversi- 
fied clinical aspects. Usually they are very benign, but 
they may cause fatal complications. Sometimes the con- 
stitutional symptoms are so pronounced that they mask 
the local state completely. We can cite among the com- 
plications: phlegmon of the neck, gangrene, pleurisy, 
pneumonia, swelling of the liver and spleen, ovaritis, 
orchitis, nephritis, erythema and the arthropathies. It is 
necessary, as Landouzy says, to try to remove the clinical 
doubts by bacteriology, which will often show the truth 
when confusion, doubt and hesitation lead into error. 
Becent investigations, however, seem to show that there 
is no specific microorganism of tonsillitis. Tonsillitis 
should be regarded as one of the varieties of localization of 
any virulent infection, as streptococcic, staphylococcic, etc. 
According to the degree of the intoxication, the tonsil 
alone reacts, or other morbid manifestations appear. 
Since it has been well established that the tonsillites are 
of an infectious nature, we may deduce that they are con- 
tagious. This the author endeavors to establish by a series 
of observations. The ordinary methods employed in the 
bacteriologic examination of anginas are not sufficiently 
precise to determine with exactness the r61e played by 

(1) Bull, de Laiyngol., etc., March 30, 1901. 
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such organiBmB as the atreptocoetms and the pheumocoih 
cm. A serum reaction, however, on the part of the oi]gan- 
ism in the presence of a given germ demonstrates the part 
which this germ has taken in the production of the dis- 
ease. Dezancon and Grippon* have studied twelve cases 
of acutenon-diphtheritic angina with regard to their pneu- 
mococcus serum reaction. This was positive in all cases, 
and presented a nearly uniform type of moderate intensity 
and soon disappeared. These results are in accordance 
with earlier bacteriologic examinations which demon- 
strated the existence of ptieumococcus angina, and also 
the activity of the {meumococcus in the anginas formerly 
termed streptococcus angina. A revision of the so-called 
streptococcus anginas seems consequently necessary. 

In an article on rheumatic fever in relation to the 
throat, St. Clair Thompson^ states that there is a general 
acceptation of the view that an association exists between 
rheumatism and tonsillitis. This is expressed from two 
points of view : one that the rheumatic poison enters the 
system through the tonsil, the local inflammation of which 
is the first local expression of the disease ; the other, that 
tonsillitis is, in certain cases, one of the manifestations 
of the rheumatic diathesis. These views are supported by 
numerous observations. Many of the clinical records are 
too fragmentary to advance the subject, and it seems that 
the various theories that have been propounded are some- 
what premature, and that it is much safer to await fur- 
ther pathologic investigations to show which of our clin- 
ical deductions are trustworthy. 

Further knowledge is required as to the nature of rheu- 
matism itself, and also as to the various causes and forms 
of tonsillitis associated with it. So far, peritonsillar ab- 
scess, or quinsy, is the one form of sore throat which is 
not accepted as commonly of a rheumatic origin. It is 
not mentioned by Fowler or Mantle, and Hingston Fox 
excludes it as a rheumatic disease. Trousseau does not 
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particiilarly refer to tonsillitia as a f orenumer of rheu- 
matic fever, but to an evanesc^it form of sore throat. 
Evidently the subject will bear closer investigation. 

The present state of our knowledge coneeming the 
relati(m of tonsillar affections to rfaeumatii^ might be 
summarized as follows: 1. It is undoubted that a certain 
number of cases of acute rheumatism are preceded by 
angina, the proportion varying from 30 to 80 per cent. 2. 
Both rheumatism and angina have many etiologic points 
in common — season of the year, cold, wet, fatigue, depres- 
sion, vitiated air, etc. 3. The connection of angina and 
rheumatism, though undoubted in a number of cases, is 
not yet clearly explained. 4. The tonsil may be the port 
of entry of the rheumatic virus, and this even though the 
naked*^ye appearance of the throat gives no indication 
of its being affected. 5. The particular affection of the 
throat which is associated with rheumatism is not yet 
established. Apparently it is not peritonsillar abscess 
(quinsy). 6. Peritonsillar inflammation does not appear 
to be arrested by the administration of antirheumatic 
remedies. Many eases of parenchymatous and lacimar ton- 
sillitis, on the other hand, are considerably benefited by 
the administration of salicine or salicylate of soda. That 
this action proves the rheumatic nature of the disease 
cannot yet be accepted. 7. The question requires further 
research in two directions: one is the differentiation of 
the various forms of angina, and ascertaining which one 
is associated with rheumatism; the other in further re- 
search to discover the true nature of rheumatism. 

P. Hellat^ found indications of a streptothrix in the 
concretions discovered in the tonsils in eighty cases of 
tonsillitis. He was unable to cultivate the f imgus, but con- 
siders himself justified in calling attention to this pecul- 
iar variety of tonsillitis, characterized by pain during 
swallowing and on pressure of the region of the tonsils — 
which are red and swollen with occasional pain radiating 
into the ears, and vocal disturbances, especially in singers. 

(1) St PeterBb. med. Woch., 1900. 44. 
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The small plugs are found most frequently in the upper 
recesses and they irritate the tissues imth mechanically 
and by the chemical products of the fuBgus. Putrefaction 
is indicated by the pungent putrid odor of the plugs. 
They are regenerated in one or two weeks, and the fungus 
causing them cannot be exterminated by medicinal means, 
as it lurks in the deepest recesses. The only rational 
treatment is the evacuation of the follicles and recesses, 
with ablation of the tonsils and galvano-cauterization if 
necessary. Concretions found in the tonsils are therefore 
not always the product of the secretions of the tonsils, but 
are the result of microbic activity and the cause of the 
existing inflammation in certain cases. 

Amgina of Vincent. Professor Vincent of Val de 
Grace was the first (1898) to report a special and rare 
form of angina, describing a clinical and anatomo-patho- 
logic evolution almost pathognomonic. He gave at the 
same time a complete description of the bacillus fusi- 
f ormis and the spirillum, attributing to them from the 
first a specific pathogenic rSle, in spite of the absence of 
control experiments. Hospital putrefaction has the same 
specific agent as angina ulcero-membranosa. 

A. Athanasui^ sets forth the reasons which caused him 
to accept the conclusions of Vincent, reporting a certain 
number of observations on Vincent's angina with bac- 
teriologic control. He insists on the difficulty of diag- 
nosis from diphtheria, as only bacteriologic examination 
of the crypts and shreds will prevent a mistake which 
might be disastrous. In the stage of excavation the bac- 
teriologic examination will permit the elimination of pri- 
mary and tertiary syphilitic lesions. The termination is 
favorable in all cases. The very simple treatment consists 
of nasal and oral lavage with a weak solution of potassium 
permanganate. 

Letulle' describes two cases of the disease. It is an 
acute angina, tonsillar, febrile or afebrile at the begin- 
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ning, with slight pain and moderate disturbance of func- 
tion. The affection is characterized by an ulcerative, 
membraniform, pulpy or ulcero-membranous inflamma- 
tion of one tonsil, rarely both, and of the adjacent mucous 
membrane. The involvement of the submaxillary glands 
is slight, and -thfitr general state is little affected in spite 
of the fetid bremib and gastric disturbance which accom- 
pany the commencement. In the fresh debris and in the 
saliva, there are Seen under the microscope, together with 
other bacteria, two special elements. One is a long deli- 
cate spiral, floating in the fluid, and after remaining im- 
mobile for some time, moves quickly, extending and 
retracting like a spring, but the amount of movement is 
not great. These are the spirochaetae. The other is a 
sort of bacterium, long, swollen at the middle and moving 
more vigorously than the spirochaetae. These are the 
spirilla and are always present in the disease. They have 
an undulating motion like a fish. The spirochaetae are not 
always found. They can be dried and stained with Ziehl^s 
fluid. Efforts at cultivation were unsuccessful for either 
form. 

According to Louis Lesner,* Vincents angina is clin- 
ically and bacteriologically analogous to ulcero-mem- 
iranous stomatitis. It is perhaps only a localization of 
this disease on the tonsils. The reasons given for his 
opinions are: 1. In both cases the disease chooses its 
object in the same class of individuals t. e., people weak- 
ened by fatigue, defective or insufficient alimentation, an 
anterior affection, or presenting local irritative causes — 
bad teeth or oral uncleanliness. 2. The beginning, equally 
insidious, is manifested by local troubles, pain on mastica- 
tion and deglutition with or without slight fever. 3. In 
both cases the lesions consist of an ulceration with a rough 
floor and borders surrounded by an inflammatory zone. 
This ulcer is covered by a false membrane of greater or 
less adherency and consistency, of a grayish color. The 
breath is fetid. 4. The affected part is frequently uni- 

(1) Bull, de Laryngol., etc. 
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lateral in angina as in stomatitis. 5. The benign and 
short course of both diseases when treated. 6. Glandular 
swelling of the affected side. 7. The necrobiotic process, 
which commences in both cases with the destruction of a 
part of the mucosa with the formation of a pseudo- 
membranous exudate. 8. Finally, the author adds to aH 
these reasons the simultaneous presence of buccal and ton- 
sillar lesions, and their simultaneous evolution, in the new 
observations reported in his thesis. 

Furthermore, the collection of the observed facts gives 
cause to believe that the fusiform bacillus of Vincent and 
Bemheim is the pathogenic agent of this double affection. 
Association with spirilla seems to facilitate the develop- 
ment of the fusiform bacillus. This bacillus normally 
exists in the mouth, but in small numbers. It becomes 
more abundant under the influence of certain inflamma- 
tions. In mercurial stomatitis its importance becomes 
considerable, especially since it produces ulcerations, 
which are covered by a whitish membrane. Then, with 
the spirillum, it comprises almost the entire flora, which 
makes the author think, in agreement with Galippe and 
the Germans, that this disease is perhaps only a variety of 
stomatitis ulcero-membranosa. In case of diflBculty in 
diagnosis of the ulcero-membranous lesions of the mouth 
and tonsils, a direct examination of a piece of false mem- 
brane and a culture will take away all doubt. 

Complicationi. Dehio^ and Thomson* have observed 
three cases of a septic, maculo-papulous erythema, bilat- 
eral and symmetrical, appearing in the course of a foUiicu- 
lar angina. Thomson's two cases occurred in an epidemic 
of la grippe affecting nine out of nineteen persons in one 
house. In three a follicular angina developed, accompa- 
nied by otitis in one case and by the erythema in the two 
others, one of whom died after exhibiting for a few hours 
rigidity of the muscles of the neck so ttiat he could 
scarcely open his mouth. 
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That paralysis of the soft palate after a pseudo- 
membranous angina is not positive evidence of the pres- 
ence of the Elebs-Loeffier bacillus, is the conclusion, 
contrary to the text-books, which is forced by the case 
reported by Moses Kreschner.* Despite a bacteriologic 
technic, which, according to the author, was almost per- 
fect, no Klebs-LoeflBer bacilli were demonstrable in suc- 
cessive cultures. The author ascribes the paralysis either 
to a pressure from direct action of the inflammatory proc- 
ess (the palatine nerves being contiguous to the inflamma- 
tion), or to a neuritis from the toxins generated by the 
streptococci. He cites two other cases in the literature, 
one by Baginsky and the other by Bourges, in which 
paralysis followed though the Klebs-Loeflfler bacillus was 
absent. 

After a very complete comparison of history, etiology 
and symptoms, which shows the almost complete clinical 
analogy between tonsillar orchitis and the well-known 
simple orchitis, Tesseyre' arrives at the following conclu- 
sions, based on a personal fact and six other observations, 
chiefly of Vemeuil or Joal : Orchitis may be observed dur- 
ing the course of acute tonsillitis or during its period of 
decline; it is generally benign, usually terminating by 
resolution; relapse rarely occurs, as opposed to tonsillitis, 
where relapse is frequent. 

Peritonsillar Abscess. Griinwald' states that what is 
usually called a peritonsillar or tonsillar abscess is in real- 
ity a supratonsillar phlegmon. The inflammation occurs 
in the angle between the two upper ends of the palatal 
arch. The infectious germs find a safe shelter in the 
recess above the tonsils, and easily penetrate into the loose 
tissues. If the abscess is incised at the most accessible 
point, the conditions for its recurrence remain as propi- 
tious as before, but if the recess is slit, the possibility of 
renewed infection is materially diminished. The abscess 
should therefore be opened through the supratonsillar 

(1) Medical Record. June 1, 190t 

O) Bull, de Laryngol.. etc., Marcb 30, 1901. 
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f OBsa, which is easily accomplished. The symptoms of an 
abscess of this kind are the difficulty in opening the jaws, 
from the inflammation extending into the adjacent ptery- 
goid muscles, the swelling and redness of one side of the 
soft palate, with occasionally edema of the upper half of 
the pillars of the fauces and uvula, with very slight, if 
any, swelling of the tonsil. 

The genuine peritonsillar abscess is far less frequent 
and presents an entirely diflPerent picture. The inflamma- 
tion is restricted to the connective tissue surrounding and 
in front of the tonsil, and is distinguished by swelling and 
possibly edema of the anterior pillars, and is usually refer- 
able to a foreign body or a tooth. The wisdom tooth may 
cause inflammation of this kind, but not necessarily lead- 
ing to abscess formation. The opening of the mouth is 
somewhat painful, but it can be opened nearly to the 
normal extent, which is impossible in the case of the first 
described abscess. The route of the pus from the infect- 
ing tooth to the abscess is frequently marked by a line of 
edema. Deep incision through the rear wall of the last 
alveolus will usually disclose a deep cavity and an incision 
across the edematous line will bring the pus. In two cases 
in which no pus could be revealed by incision, the author 
diagnosed the case as an erysipelatous inflammation of the 
throat, which was confirmed by the course of the affection. 

An abscess in the tonsil is characterized by the swelling 
of one tonsil and the absence of the difficulty in opening 
the jaws. These abscesses in the tonsils are liable to recur 
unless incised at the lowest point. Grlinwald has observed 
one case of chronic abscess of the tonsil rebellious to all 
measures. An acute retronasal phlegmon may cause fever 
and prostration and difficulty in swallowing, but the 
throat shows little, if any, sign of inflammation. It may 
be erroneously diagnosed as a rheumatic sore throat, al- 
though the obstruction of the nose will in time correct the 
mistake. The hidden phlegmon may cause severe general 
symptoms, simulating typhoid, and a fatal termination 
may result in such cases if the heart was previously 
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affected or is snilermg from the sererity of the infection. 
Even slight st^osis of the air passages entails extra work 
on the hearty and it is liable to yield under such circum- 
stances. Death from suffocation may result^ even though 
the stenosis is by no means pronounced enough to cause 
mechanical suffocation. He describes a case in which 
intervention at the right moment and relief of the slight 
stenosis enabled the heart to accomplish its task and the 
patient recovered. The weakness of the heart action per- 
sisted even after the pus had been evacuated and the 
stenosis relieved. The pulse did not subside until the 
following day. The threatening cyanosis in lids case had 
been due to the inspiration of the root of the tongue while 
the patient was in a semiconscious condition. All of tiiese 
abscesses in the vicinity of the tonsils are compressed into 
a comparatively small space, near the main blood vessels 
and nerves of the neck, especially the vagus, and the con- 
ditions are peculiarly favorable for the absorption of 
toxins, which is a sufficient explanation for the severity 
of the symptoms observed. 

W. P. ChappelP reports a ease of hemorrhage from a 
circumtonsillar abscess. The abscess pointed in the mid- 
dle of the posterior pillar of the soft palate, where it was 
incised. Four days later the patient complained of a 
sudden severe pain in the throat, followed in a few min- 
utes by a hemorrhage of about six ounces, which ceased 
on the application of tannic acid. Pour hours later a 
second hemorrhage occurred of about eight ounces, which 
was also stopped by an astringent gargle. Five days later 
a third hemorrhage occurred, when eight ounces of blood 
were lost. A large incision was made through the anterior 
surface of the soft palate and carried backward until the 
abscess cavity was reached. After thorough washing tmk 
of the blood clots with hydrogen peroxid, the ascending 
pharyngeal artery was seen, but no ulcerations could be 
discovered in its walls. The cavity was packed with iedo- 
form gauze. This packing was changed daily for ten 

(1) N. T. Med. Jour., March 2, 19W. 
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days, when the wotind had healed, and no further hemor- 
rhage occurred. Ten similar cases which haye been 
reported in the literature are referred to. Of these only 
two recovered. There seems no reason for the great mor- 
tality which these reports show. Immediate ligation of 
the carotid on the occurrence of the first hemorrhage 
should be practiced, or, as proved successful in the case 
reported, a free incision through the anterior wall of the 
soft palate, and firm packing of the abscess cavity with 
antiseptic gauze. 

Tuberculosis. Baup,* after having reviewed the struc- 
ture of simple tonsillar hypertrophy, shows that tuber- 
culous larvee of one or more tonsils exists as a primary 
manifestation of tuberculosis. It is a rare affection, mani- 
festing itself in the tonsils in difiEerent ways, sometimes 
by typical tubercles, sometimes by diffuse infiltration. 
The inoculation of guinea pigs by pieces of tonsils con- 
firms the histologic result. Direct tuberculization of the 
tonsils of animals is possible, but a delicate proceeding. 
By placing colonies of Koch^s bacilli on the tonsils of rab- 
bits, the author was able to produce profound lesions of 
the tonsillar tissues, but he never found bacilli or tuber- 
cles, although the peritonsillar and cervical glands were 
caseous. From this it would appear that the tonsil had 
been the port of entry. 

The symptomatology of tonsillar tuberculosis is very 
vague, and the diagnosis can only be suspected from an 
observation of the general state and the relations which 
connect tonsillar tuberculosis with that of the glands of 
the neck, middle ear, and intestine. 

Syphilis. Thirty-five cases of chancre of the tonsil are 
reported By J. E. Rhodes,^ three cases occurring in his 
own practice and thirty-two hitherto unreported. In 
Muenchheimer's list of 10,265 extragenital chancres, 504 
tonsillar chancres were found. Two varieties of the initial 
lesion are mentioned. In one the affection is so slight that 

(1) Bull, de Lapyng., etc.. March 30, 1901. 
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it may be overlooked until secondary symptoms appear; 
in the other the pathologic process is marked by decided 
pain in swallowing or speaking, radiating to the ear. The 
whole tonsil is swollen, congested and surrounded by a 
zone of hyperemia. It is not so much inflamed as hard 
and infiltrated. The ulcer is superficial with a layer of 
necrotic, yellowish debris on its floor. Malaise and fever 
may be present. The chancre usually disappears in four 
to six weeks. In six cases kissing was the cause of inocu- 
lation, in four bestial practices, in twelve the cause is 
unknown, in three introduction of the tongue into the 
mouth. Mediate conveyance of the disease occurred six 
times by means of pipes, cigar-cutting machine, drinking 
vessels, in one case by means of dental instruments and 
in another by a bistoury used to open a tonsillar abscess. 

Tnmon. G. Prota^ reports twelve cases of malignant 
tumors in the tonsils. The average age of the patients 
was between 40 and 60, but one case is on record in which 
the patient was 6 and in another 18 years old. He 
states that any unilateral afiEection of the tonsil should 
suggest the possibility of a neoplasm, especially in an 
adult. The rapid enlargement of the submaxillary glands, 
the ulcerative course and the invasion of the other tonsil 
reveal its malignant character. Active intervention is 
advisable only in case of a circumscribed tumor with no 
involvement of the glands. In such a case the tumor 
may be removed through the mouth. Otherwise, external 
operation is the only means of extirpating all the aflEected 
tissues. Only two of his patients were operated on and 
recurrence followed in one of these. The rest were unmis- 
takably inoperable when first seen. 

Von Heinleth* reports a patient in good health -two 
years after the removal of a large sarcoma from the right 
wall of tiie pharynx. It evidently originated in the tonsil. 
The patient was a man of 69, and the first symptom had 
been the swelling of the glands of the right side of the 
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neck. After three montiis a difficulty in swallowing was 
experienced, and the swollen tonsil attracted attention. 
The tumor continued to increase in spite of chemical 
cauterizing, and the patient became emaciated. Nine 
months after the first symptoms the tumor in the tonsil 
and the external tumefied glands were each as large as a 
hen's egg. The patient was trained to lie with his head 
pendent until he could do this for an hour each day with- 
out trouble. Heinleth then operated by raising a flap 
outlined by an incision curving from the middle of the 
horizontal branch of the lower jaw to the comu of the 
hyoid bone, and then upward across the stemo-cleido- 
mastoid muscle to the rear of the mastoid process. He 
detached the periostium and sawed the bone with Gigli's 
wire saw, opposite the second molar. This allowed the 
extirpation of two glands each as large as a plum and 
numerous smaller ones. The lingual artery required liga- 
tion, but the other arteries, nerves and salivary glands 
were merely exposed and drawn out of the way. When no 
more infected glands could be found, the patient was laid 
flat on the table with his head hanging over the edge, 
and the buccal cavity was entered. As the palatal and 
pharyngeal arches were divided the hemorrhage was ex- 
cessive until controlled by tampons, after which the tumor 
was easily shelled out. With it were removed the right 
half of the uvula and of the posterior wall of the throat, a 
portion of the soft palate and the anterior and posterior 
pillars of the fauces. The defect was nearly closed by 
stretching the mucous membrane of the cheek to meet 
that of the rear of the liiroat. A small portion left uncov- 
ered was tamponed and iiie gauze brought outside through 
the wound. 

The patient was able to take fluid food the next day and 
recovery proceeded rapidly, but a month later the edges 
of the wound in the mueous membrane ^wed fiigns of 
recurrence of tiie sarcoma, confirmed by the microscope. 
The recurrence was treated through the mouth by electro- 
thermic cauterization of the entire soft palate, base off the 
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tongue and side of the throaty the head pendent. The 
palatine artery required ligation. The raw surface was 
tamponed, the gauze brought out through the nose and 
through the fistula left from the previous operation. The 
patient was able to take fluid food almost at once. A 
granuloma developed near the Eustachian tube, but 
proved not to be malignant. The recovery was rapid and 
disturbed only by a mild erysipelas around the skin 
wound, which healed in a week under anthrarobin. 

The patient has gained rapidly in weight and has no 
functional disturbances in swallowing or speaking. The 
sarcoma and the glandular metastases w^e of the round- 
celled variety; the primary tumor measured 2 by 4 cm. 
FraenkeFs method of excising the infected glands first, 
and then proceeding later to the extirpation of the pri- 
mary tumor through the mouth, is only applicable to 
small tumors. The modified Kroenlein-Langenbeck 
method followed by Heinleth is sure of success, he insists, 
only when not preceded by preliminary tracheotomy. 
Every possible source of infection must be avoided and 
every eflEort made to insure simple after-treatment and 
adequate nourishment from the first. It has the advan- 
tage of widely opening up the field of operation without 
leaving funclional or cosmetic disturbances, while the 
bone is protected from infection from the mouth. Danger 
of post-operative pneumonia is also avoided as the patient 
can be up and about by the second or third day. The 
operative mortality of the cases of malignant tumors of 
the tonsils that have been published averages 25 per 
cent. Kroenlein has operated on nineteen, nearly all in 
advanced stages; four died at once, but one is living 
seven, another three and another nearly two years since 
the operation without recurrence. Honsel one, after seven 
years and Praenkel one, after five years. No case has 
been known of actual or relative cure from any medicinal 
measures, except Weinlechner's unique case of a tumor 
diagnosed as spindle-celled sarcoma, cured by iodoform- 
glycerin. 
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PHAEYNX. 

Setropliaryngeal Abscess and Adenitis. One case of 
retropharyngeal adenitis, and two of abscess are reported 
by I. M. Snow.^ The case of adenitis was in a one-month 
old baby, and followed an intense rhinitis. There was a 
pyramidal swelling about the level of the epiglottis, pro- 
jecting forward from the posterior wall of the pharynx 
and in the median line. The mass was hard, neither 
movable nor fluctuating — an enlarged retropharyngeal 
lymph node. The treatment was mercurial inunctions, 
and gray powder, although there was no actual evidence 
of syphilis. Recovery followed in about two weeks. 

The first case of retropharyngeal abscess was in a boy 
of 16 months, and appeared some three weeks after an 
attack of influenza. The head was held stiflly erect, and 
there was difficulty in swallowing and obstructed, snoring 
breathing, especially in bed. On palpation the left tonsil 
was found to be swollen, and behind it lay a fluctuating 
swelling. The mouth gag was introduced, the abscess 
aspirated, and afterwards incised and evacuated. Eelief 
did not follow. The head could not be moved without 
pain, the muscles of the neck remained rigid, the child 
remained feverish and languid for some two weeks and 
was then attacked by a severe ileo-colitis. Recovery was 
slow, but at the end of six months health was perfect. 

The second case of abscess was in a boy of 15 months, 
who on being exposed to a child with a sore throat, almost 
inmiediately was attacked with pharyngitis and tonsillitis. 
For a week th6 symptoms were not especially severe, the 
baby playing about the house by day, and sleeping well at 
night. The breathing was of a hoarse snoring character, 
and there would be attacks of choking when the child 
was laid in bed. The lymph nodes of the neck became 
enlarged, but swallowing and nursing were easily done. 
At the end of fifteen days there was an alarming attack 

0) Arch, of Pedlat. Jan., 19W. 
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of dyspnea, and the author saw the ease for the first time. 
The child was breathing with the mouth open in a nasal 
snuffling way, but was able to nurse with apparent ease. 
There was no cyanosis, heart and lungs were normal, 
voice was not hoarse or croupy, cervical lymph nodes were 
enlarged — ^notably at the right angle of the jaw. On 
depressing the tongue with a spoon there was seen a full 
even bulging forward of the posterior pharyngeal wall, 
and the right tonsil was enlarged and pressed outward 
and forward by this swelling. On digital examination 
a large fluctuating swelling could be felt. 

The case demanding operative treatment, assistance 
was called. The child was held in the lap, and the mouth 
gag introduced. He at once grew slightly cyanotic, and 
the gag was removed. After a few minutes the gag was 
again inserted, and the child again became livid, imme- 
diately stopped breathing, and was apparently dead. The 
gag was withdrawn having been in place but a minute. 
The patient was inverted and artificial respiration by 
every known method persisted in for some time, but with- 
out avail, death having occurred almost instantly after 
removing the gag. Autopsy was refused, but the swelling 
was opened when the pharynx was flooded with pus. 

Commenting on the cause of death, the author says, 
'It will be remembered that for a week the child had 
suffered from attacks of dyspnea at night. During this 
time the abscess had steadily augmented in volume. The 
introduction of the gag stretched the jaws and pressed 
the root of the 'tongue back against the pharyngeal swell- 
ing. Whether the cyanosis and sudden death were due 
to pressure on the larynx or laryngeal spasm, or to sud- 
den impairment of the function of the pneumogastric 
nerve is uncertain, but as suffocation usually occupies 
two or three minutes, and the baby apparently expired 
immediately, efforts at resuscitation being futile, it is 
probable death was due to disturbance of the vagus.'* A 
case of Emmett Holt's is cited, in which on using the 
mouth gag, an infant of seven months was suddenly as- 
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phyziated. The gag was immediately removed^ intubation 
was performed and the child revived after artificial res- 
piration had been done for several minutes. 

These cases seem to be due to the inflammation and 
suppuration of the retropharyngeal lymph nodes> which 
form a chain from the upper part of the pharynx to its 
junction with the esophagus on either side of the median 
line. They are most prominent in infancy and rapidly 
diminish after the third year. The affection is a disease 
of early life, 83 per cent of Bokai^s cases being under 
two years of age. The symptoms are easily misimder- 
stood. There is diflSculty in swallowing, the voice is fre- 
quently modified, the cry is nasal, the breathing snoring 
and snuflBing in character, and the mouth is open. If the 
abscess is deep down in the pharynx the breathing may be 
stertorous with attacks of choking oar cyanosis. The ab- 
scess is commonly found at the side of the pharynx^ 
behind or below the tonsil, and less commonly in the 
median line. It may or may not be visible on inspection. 
Palpation with the finger should always be done in sus- 
pected cases and done quickly since it may cause vomiting 
or choking. 

'^Once recognized, no time should be lost in evacuating 
the abscess. Spontaneous opening is not common, ocur- 
ring in but^ 19 of Bokai^s 144 cases. Betropharyngeal 
abscess, unrecognized amd untreated, usually ends in 
death. If rupture occurs, the baby is suffocated by pus 
aspirated into the lungs. Death is generally due, not to 
slow suffocation, but to asphyxia from pressure on the 
larynx, from laryngeal spasm, or to disturbance of the 
pneumogastric.^* The abscess may be incised through the 
mouth, first drawing oflf a portion with an aspirating 
needle, and afterwards enlarging the opening with a 
bistoury. External incision is not advised. The author 
states that Holt opens the abscess with a sharpened finger 
nail. 

Bichards has recently had a case of retropharyngeal 
abscess in a child of 11 months, which was brought to him 
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with the statement that it was in stress for breath on 
account of a tumor in its tiiroat. On depressing the 
tongue the pharynx was found full of mucus^ and a satis- 
factory examination was impossible. By palpating with 
the finger, a fluctuating swelling was discovered in the 
median line, a little to the right and immediately behind 
the tonsil. The child was immediately inverted, a number 
of rapid cuts made with the nail of the right fore-finger, 
and the abscess forcibly opened. The opening was then 
enlarged sufiSciently to drain the abscess. The child 
gasped for breath and for a few moments it was doubtful 
whether it was alive or dead. It soon began to breathe 
however, and the pus being all evacuated, recovery was 
rapid and imeventful. He feels certain that had a mouth 
gag been used in this case, and an attempt made to open 
the abscess by more approved surgical methods, he would 
have had a dead child. While the finger nail is not an 
aseptic or scientific surgical instrument, there are times 
when it is the most available instrument at our command. 
Acquired Syphilis of the Pharynx. This is discussed 
by Parker.^ The primary lesion is fairly frequent and is 
usually located on a tonsil. Secondary syphilis arises as 
erythema, mucous patches, and superficial ulcerations. 
The tertiary manifestations are (1) gummata, circum- 
scribed and diffuse, (2) ulcerations, (3) acars, contrac- 
tions and adhesions. The adhesions are usually of the 
following forms : (a) Adhesion of the posterior pillar of 
the fauces to the posterior pharyngeal wall, causing a 
dragging of the uvula and palate to the affected side, 
(b) Unilateral adhesion of the palate to the posterior 
pharyngeal wall, (c) Adhesion of almost the entire pal- 
ate to the posterior pharyngeal wall, (d) Total atresia, 
(e) Adhesion between the base of the tongue and the 
posterior pharyngeal wall, (f ) Adhesion of the velum to 
the base of the tongue. As treatment is recommended, 
iodid of potassium internally, with mercurial inunctions 
and gargles. 

(1) Lancet, Jan. 26. 1901. 
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A. Koenig^ reports a case of adhesion of the soft palate 
to the posterior wall of the pharynx, secondary to ulcer- 
ative sore throat, which had lasted twenty-three years. 
He operated with an instrument having the general curve 
of a Gottstein curette, and a double lateral cutting edge. 
A hollow silver plug was used to prevent union of the 
cut edges after operation. Healing was complete in three 
weeks. 

Foreign Body in Pharynx. G. Perreri^ of Rome re- 
ports a case of foreign body, an amber mouth-piece, meas- 
uring 5.5 cm. long by 13 mm. broad, imbedded in the 
pharynx for four months, located by means of the X-ray 
and removed by forceps through the mouth. 



LARYNX. 

Nervous Disorders. In a comprehensive monograph of 
40 pages and including 141 references to the literature, 
J. Sendziak* discusses the laryngeal disturbances in the 
diseases of the central nervous system, with a special con- 
sideration of laryngeal disturbances in tabes dorsalis. His 
observations are based upon his findings in examination 
of the larynx in 154 cases of various diseases seen in the 
Warsaw hospitals. This abstract will be limited to a 
brief consideration of the second portion of the mono- 
graph — ^the disturbances in tabes. Sendziak examined the 
larynx in twenty-two cases and the findings in these cases 
are described. Of the twenty-two cases, eleven presented 
more or less disturbance, namely, nine times paralysis and 
twice ataxia of the vocal cords. As regards the paralysis, 
two were paralysis of the recurrent (one case was com- 
plicated with aortic aneurism) two bilateral posticus 
paralysis, two right-sided posticus paralysis, three in- 
complete paralysis (paresis) of the posterior crico- 
arytenoid muscles (twice right-sided paralysis and 

(1) Phila. Med. Jour., Feb. 16. 1901. 

^) Ann. des Mai. d'Or./etc. 

(3) Ann. Otol. Rhinol., etc., May. 1901. 
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once left-sided). The particular laryngeal disturbances 
in tabes are: 1. Those of sensation (hyperesthesia, 
anesthesia, paresthesia). 2. Those of motility (laryngeal 
crises, ataxia of the vocal cords, and laryngeal 
paralysis). Those of sensation belong, generally speak- 
ing, to the rarer forms; of greater importance are the 
disturbances in the motor sphere of the larynx, to which 
particularly belong the so-called ^^crises laryngees" They 
are simply spasms of the abductors which ordinarily are 
the result of irritation present in the larynx, or may be 
produced by slight pressure on the thyroid cartilage or on 
the crico-thyroid ligament at the point of exit of the 
superior laryngeal. They are occasionally observed dur- 
ing psychic or physical excitement. The symptoms vary 
from spasmodic coughing in mildest cases to dangerous 
dyspnea requiring tracheotomy. At times, in fact, 
death results. 

The treatment consists in the local application of a 
20 per cent solution of cocain ; sodium bromid internally 
and inhalations of chloroform or ether during the attack. 
In ataxia of the vocal cords or defective co-ordination of 
the laryngeal muscles the vocal cords show a tendency to 
retract in that they halt half way between the positions 
of phonation and inspiration. Ataxia never occurs during 
quiet breathing. Most important, however, are the paral- 
yses; Sendziak observed them eight times in twenty-two 
cases. He has collected forty-five other cases and refers 
to Burger^s earlier collection of seventy-one cases. From 
these statistics it is evident that the paralyses in tabes 
almost exclusively aflEect the abductors. Posticus paral- 
ysis, unilateral or, oftener, bilateral, must be regarded as 
a special symptom of tabes and it is worthy of notice that 
laryngeal paralysis may for a long time precede the other 
objective symptoms — absence of patellar reflex, ataxic 
gait, etc. This demonstrates the importance of laryngeal 
examination in every case of nervous disease. 

J. E. Rhodes* reports a case of paralysis of the larynx, 

(1) Jour. Am. Med. Assoc. 
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occurring in a male railroad employe^ 35 years of age. 
The complete diagnosiB was an ascending sclerosis of 
locomotor ataxia causing ptosis of the right eyelid and 
divergent squint of the right eye, paralysis of the left 
half of the palate, and abductor paralysis of the right 
vocal cord. On examination of the larynx, the right vocal 
cord was stationary in the median line, there being a 
paralysis of the posterior crico-arytenoid on the right 
side — ^the abductor of the vocal cord. All other conditions 
of the throat were normal. In this patient tiie previous 
history was good — ^no bad habits or history of specific 
trouble. He had suffered from sharp lancinating pains 
in the lower extremities, habitual constipation, and fre- 
quent micturition that could not be well controlled. He 
complained of a slight tickling sensation in the larynx, 
which occasionally excited cough. 

W. Shutter^ reports the case of a 19-year-old servant 
girl suffering from anesthesia of the left side of the head 
with hoarseness. She was under observation at intervals 
from December, 1894, to May, 1900, in the University 
Hospital. Examination December, 1894, revealed nothing 
of note except an insensibility of the left half of the 
larynx and paresis of the left vocal cord. There was no 
sign of preceding inflammation either in or about the 
left crico-arytenoid cartilage, as a cause of the paralysis. 
Hearing was normal. The nasal mucous membrane was 
anesthetic on the left side with the exception of two places 
on the floor and septum. Sense of smell was alike on 
the two sides. Treatment with insuflBation, hydro-ther- 
apy, electricity and massage for two months cured the 
anesthesia, except that of the skin of the left side of the 
head. 

After three-and-a-half years the patient was again ex- 
amined, August, 1898, and the same finding obtained as 
on the first examinaticm. The same condition was again 
observed in May, 1900. There was no atrophy of the 
left vocal cord, although the right cord apparently over- 
CD Fraenkel's Arch. f. Laryngol., 1901, Vol. XI, p. 46». 
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rode, a trifle, the median line and the voice was less 
hoarse. Electrical reaction confirmed the belief that the 
lesion was cerebral, the proof of which autopsy alone can 
reveal. The author incidentally reported the loss of the 
finger nails of three fingers of the left hand and two of 
the right during the year 1899. 

E. Eichter* has devised an electrode for treating the 
recurrent nerve on a new principle, t. e., applying the elec- 
tricity directly to the trunk of a motor nerve with a very 
much weaker current than is usually employed. In case 
of hyperexcitability, weakness or paralysis of the laryn- 
geal muscles, they can be stimulated by the direct appli- 
cation of the primary current. The electrode for this 
purpose consists of two separately insulated soft, fine hair 
brushes mounted on copper wires, and dipped in a 10 per 
cent solution of sodium bromid, and potassium iodid. 
This bipolar electrode is light, easily handled and does 
not hurt the larynx, while it can be sterilized by boiling. 
It can be changed to a unipolar electrode by connecting 
it with a single wire. The primary current is applied for 
five seconds; two to five milliamperes are ample. When 
the nerve, instead of the muscles, is to be treated, the 
continuous or sinusoidal alternating current is prefer- 
able, and the electrode for this purpose is shaped like a 
curved sound. It is inserted through the nose into the 
pharynx where it is turned until it lies along the side 
of the pharyngeal wall, or a larger sound can be inserted 
through the mouth and used behind the tonsil. At this 
point the branches of the vagus can be directly stimulated 
by the electricity and also the immediate vicinity of the 
main trunk. If the anode is thus introduced and the 
cathode is applied over the apex of the heart, with a cur- 
rent of two ix) five milliamperes, the heart pulsates more 
slowly by sixteen to twenty beats in the minute, as Bichter 
found by experiments on himself. Tests with this anode 
in the pharynx and the cathode on the ulnar nerve at the 
elbow, or applied to the posterior margin of the stemo- 

(1) ArchlT. f. Larynsol., XX, 8. 
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cleido-mastoid muscle^ demonstrated the feasibility of this 
stimulation of the trunk of motor nerves with a very 
weak current. Eeversed currents seem to be inefifective. 
The cathode must be applied to the muscles that require 
treatment. An extremely weak current is sufficient when 
the anode is in the pharynx and the cathode in the larjmx; 
a little stronger current for intralaryngeal action^ and a 
current five to ten times as strong as the first, to induce 
percutaneous contraction of the muscles, applying the 
electricity near the thyroid cartilage. In case of very 
sensitive patients, the anode can be inserted in the phar- 
ynx and the cathode applied to the side of the thyroid 
cartilage. These electrodes will be found useful in diag- 
nosis, and for the treatment of vocal and respiratory 
troubles from weakness or paralysis of the muscles from 
any cause, and of motor or sensory weakness or paralysis 
of the nerves. . Hysteric troubles are peculiarly amenable 
to this treatment, as also mogiphonia, aphonia and dys- 
phonia, besides the laryngeal troubles accompanying 
tabes, syringomyelia and other affections of the central 
nervous system. The muscles of the larynx can also be 
influenced and made to contract by placing the cathode 
in the throat and the anode in the anus. 

G. Aron^ maintains that hysteric aphasia really exists, 
and assumes the same forms as aphasia of organic origin. 
It sometimes takes the form of a special kind of aphasia 
such as pure verbal blindness, verbal deafness, etc. Its 
beginning is abrupt, as is its disappearance, and its dura- 
tion is short; consequently the intelligence remains in- 
tact. The disease recurs and coexists with stigmata of 
hysteria. As to its pathogeny there are numerous hy- 
potheses, among which the most recent is that of engorge- 
ment of the cerebral centers. Prognosis is good, cure may 
come without treatment and spontaneously, but is some- 
times assisted by reeducation in speech. 

D. Qreen* presents a table showing the results of the 



(1) Bull, de Lanmgol.. etc., March 8, 1901. 

(2) N. Y. Med. Jour., April 13, 1901. 
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examination of 256 adult stammerers, 229 of whom were 
males and 27 females. The classification of the various 
forms of stammering has been made to depend upon 
the particular region of the vocal tract m which the 
faulty action causing the speech defect takes place. The 
table shows that faulty inspiration was the cause of stam- 
mering in about 61 per cent in males and only 11 per cent 
in females. The most prolific source of stammering 
among men is a tendency to misdirected effort in the 
diaphragm, a condition, which the table shows, is rarely 
found among women. This is quite natural, for in the 
male ordinary quiet respiration is effected almost ex- 
clusively by the activity of the diaphragm ; but in speak- 
ing, a more considerable emptying of the quantity of air 
in the limgs must take place, and this can only be effected 
through the combined processes of diaphragmatic and 
costal breathing. In the female costal breathing is the 
habitual mode of respiration, and hence the lungs are 
generally well supplied with the quantity of air which 
is necessary for speaking purposes, and, in cases of stam- 
mering caused by faulty inspiration, this would account 
for the great preponderance of male stammerers over 
female. 

The proper early training of yoimg children would 
prevent the development of defective speech in a large 
proportion of cases according to G. H. Makuen.* The 
general health should be kept in the best possible con- 
dition. Baby talk should be encouraged only up to a 
certain point, and jchildren should not be talked to in any 
but the best speech beyond a very early age, since all 
speech is a matter of imitation, and they imitate what 
they hear. Stammering is an acquired defect, not con- 
genital nor inherited beyond the fact that certain nervous 
conditions may predispose children to this affection, and 
in case a child^s ancestors have stammered he should be 
very carefully managed. The attention of the child 
should never be called to the defect, nor should the word 

(1) Phlla. Med. Jour., Feb. 2, MOl. 
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stammermg be used in his preaencey since a nervous dread 
of the affection is easily acquired. In its correction, and 
in all forms of imperfect articulation, eadi element of 
speech which is defectiTe should be taloen np separately, 
and the patient taught how to acquire the correct position 
of mouth, lips, tongue and palate for Hie enunciation 
of those sounds, and close altention shoxdd be given to 
the character of each sound he utters. 

In the ease of the stammerer, it is not strictly a form 
of defective speech, siace his difficulty is not with thought, 
but with his power of ezpres^g that thought. He thinks 
in words, but cannot speak in words. The stammerer has 
little difficulty in talking when alone or in the presence 
of dumb animals, and the author thinks that all stam- 
merers can swear. Stammering is often brought on sud- 
denly by a severe shock to ihe nervous system, due to 
the fact tiiat the motor processes of speech are carried 
on mainly in the bulb and spinal cord, and anything inter- 
fering with this process will naturally result in disordered 
speech. The nose and throat and the condition of the 
tongue should, in all cases, be carefully looked after, but 
surgery has no value beyond the correction of actual de- 
formities of the organs. The treatment of stammering, 
as of other defects, must be, in the main, educational. 
The nervous mechanisms of speech must be reached 
through the training of the muscles supplied by those 
nerves and employed in the processes of speech, the aim 
in all cases being toward volitional control of the muscles. 
Ingenuity is required in the individual case, and only 
persons of great patience and perseverance are suited to 
work over, and treat these cases imder the guidance of 
the physician. 

€r. Spiess* points out that certain vocal disturbances 
are not only not made worse, but are directly mtred by 
exercising ihe voice. Also that the efforts of various 
singing teachers to enforce their individual **method'* on 
each pupil, without regard to the anatomic variations be- 

(1) Praenkers Arcb. f. Laryngol., XI, 2, 1900. 
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tween individuals, is responsible for the ruination of many 
voices. The vocal cords are out of order when the voice 
is hoarse in speaking, although the singing voice may be 
perfectly clear. Bedness of the comicula and of the un- 
der surface of the epiglottis is characteristic of incorrect 
tone-formation. He has found humming the consonants 
m, n, V, s, a good exercise preliminary to singing. When 
the subject continues to use his voice, notwithstanding the 
so-called vocal trouble, the accessory muscles in the epiglot- 
tis, tongue and neck are used for the purpose more or less, 
and after the vocal cords have returned to normal this 
habit of false muscle action is liable to persist. 

Angina Epiglottidea Anterior. That this affection is 
very often primary and is an acute infectious disease for 
which the name acute infectious epiglottitis is suggested 
as more scientific and appropriate, it is the aim of C. F. 
Theisen^ to establish in a paper on the subject Four 
cases are reported. Owing to anatomic conditions, the 
author shows, only the anterior surface of the epiglottis, 
with its abundant submucosa, is involved in the edema 
for which the tightly adherent mucosa of the laryngeal 
surface affords but little opportunity. Bacteriologic ex- 
amination in the author's cases showed a mixed infection 
in which he believes the pneumococcus (probably a special 
edemagenic variety of that organism), is the etiologic 
factor. In the few recorded cases in the literature, no 
bacteriologic evidence of value has been adduced. The 
diagnosis rests upon the uniform redness and swelling of 
the anterior surface of the epiglottis, the sudden onset, 
the dysphagia and fever. The treatment consists chiefly 
of a spray of iced 5 per cent ichthyol solution, an ice 
pack, and cracked ice. Scarification is sometimes bene- 
ficial. 

Inflammation. — ^Bhenmatic. The localization of acute 
inflammation in the crico-arytenoid joint is a well estab- 
lished fact, according to St. C. Thomson.^ It may precede 



(1) Jour. Am. Med. Assoc.. Jan. 19, IdOl. 
C2) Laryngoscope, Jan., ld<Xl. 
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a generalized attack of acute rheumatic fever, and until 
the latter appears the diagnosis is sometimes difficult; it 
may occur during the course of the acute illness and it 
may be met with as an independent affection. The pa- 
tient generally complains of some pain and dysphagia, 
with tenderness on palpation of the region of the crico- 
arytenoid joint, that is, the outer and upper border of the 
thyroid cartilage. The pain is worse when the patient is 
recumbent, particularly if he swallows when in that posi- 
tion. Inspection with the laryngoscope may reveal noth- 
ing in the early stages, or until the soft parts over the 
articulation have become inflamed, when they may be seen 
red and swollen. The movem^t of the vocal cord on 
the same side is at first sluggish, and is said by some to 
be jerky. With the development of inflammation or of 
effusion into the joint, the vocal cord on the same side 
becomes fixed. We are then met with the difficulty of 
diagnosis between a rheumatic Orico-arytenoid inflamma- 
tion, and paralysis of the recurrent laryngeal nerve. In 
many instances, the following symptoms, tabulated by 
Escat, will help in distinguishing the two conditions: 
1. Dysphagia. 2. Painful cough. 3. Occasional tume- 
faction over the arytenoid. 4. Sharp pain on pressure 
along the posterior border of the thyroid cartilage. 5. 
The healthy arytenoid is not tilted forward on the 
affected one, and (according to Grabower) the healthy 
vocal cord does not during adduction, pass across the 
median line toward the other side. In addition, this 
affection of the cricoarytenoid joint is usually associated 
with (a) the existence or pre-existence of an acute phar- 
yngeal catarrh, (b) laryngeal hyperemia, (c) a more or 
less pronounced feverish condition, and (d) extra-lar- 
yngeal manifestations of arthritis. 

When recovery takes place more or less permanent dis- 
turbance of motion may remain in the form of partial or 
complete anchylosis. The difficulty of diagnosis in this 
condition is analogous to that which we should experience 
in distinguishing between anchylosis of the shoulder joint 
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and paralysis of the deltoid, if we were unable to manipu- 
late the patient's arm. It can often be made only when 
the vocal cord is in a fixed position, which is atypical of 
muscular or nervous play. Permanent thickening in addi- 
tion to the abnormal fixation, would be suggestive of 
periarthritic inflammation^ As a rule it is better to care- 
fully exclude the possibility of any central or peripheral 
paralysis before ascribing the fixation of a vocal cord 
to complete anchylosis of the crico-arytenoid articulation. 
Even then other causes, such as syphilis have to be care- 
fully excluded. The treatment of this rheumatic anchy- 
losis is generally hopeless. 

Tuberculosift. Jonathan Wright^ presents a paper on 
problems in etiology, diagnosis and treatment of tuber- 
culosis of the upper air passages. The author says that 
the tissues possess powers of resistance in certain localities 
which they do not have in others. Tuberculosis is very 
infrequent in the nose, comparatively so in the pharynx, 
more frequently found in the larynx, and most common 
of all in the lungs. The diagnosis of tuberculosis of the 
larynx requires, as a rule, not only the local examination 
with the eye, but also the history of the patient, and may 
easily be confounded with syphilis of the larynx, though 
there is usually no difficulty if the observer is on his 
guard, and death should not occur from syphilitic laryn- 
gitis, lodid of potassium and mercury are valuable diag- 
nostic aids, and the sputum examination should not be 
neglected. Local and climatic treatment are both to be 
used when possible. Up to the present time but little has 
been accomplished in the way of recoveries, nor have the 
various methods of treatment done much toward perma- 
nent recovery, although much has been done and can be 
done toward palliation of the symptoms. Lactic acid, 
iodoform and orthoform applied locally, and the intra- 
laryngeal and intratracheal injection of various oils fre- 
quently, for the time at least, help the pain and cough. 
Opiates internally are justified and sprays keep the sur- 

(1) Medical News, Jan. 19, 1901. 
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faces clean. Occasionally the patient will be benefited 
by removal with cutting forceps and curette of the granu- 
lations and affected tissue^ especially when the surface 
vegetations cover ulcers. 

The author regards the temporizing optimism which 
suppresses what the reporter knows to be the whole truth 
to have been a great detriment to the conscientious study 
of this terrible disease, and hopes that the unflinching and 
conscientious adherence to what one believes to be the 
whole truth will enable the future to find the cure for 
tuberculosis in man which we do not now possess. 

The use of phenosalyl in laryngeal tuberculosis is dis- 
cussed by von Stein.^ Phenosalyl is the name given to a 
mixture devised by Christmas, composed of: 

Acid. Carbol 9.0 

Acid. Salicyl 1.0 

Acid. Lactic. 2.0 

Menthol 0.1 

In a series of experiments as to its antiseptic qualities, 
phenosalyl was second only to bichlorid of mercury, and 
it is less poisonous. It is prepared in the following 
manner. The measured amounts of carbolic and salicylic 
acids are placed in a dish and heated over a water bath 
until the salicylic acid is dissolved, after which the other 
ingredients are added. The mixture is used in 3 and 5 
per cent glycerin solutions. In laryngeal tuberculosis it 
was applied after previous cocainization in 5 per cent solu- 
tion. Its action was extremely satisfactory, relieving the 
dysphagia almost immediately, and in the majority of 
cases causing a marked improvement in the local lesions. 

Among nasal affections its action was most pronounced 
in coryza, the application of a 3 per cent solution fre- 
quently cutting the attack short, and in chronic rhinitis 
where it was applied after cocainization in 5 per cent 
solution. In the latter affection the remedy brought about 

(1) Klln.-Therap. Woch., Oct 28, 1900. 

Digitized by VjOOQ iC 



LARYNX. 309 

striking improvement in numerous obstinate cases char- 
acterized by hypertrophy and abimdant discharge. 

L. Vacher^ advocates the use of intratracheal injections 
of an ethereal solution of iodoform in this affection : 

Saturated solution of iodoform in ether 100 cc. 

Guaiacol 5 

Eucalyptol 2 

Menthol 1 

He claims that 2 cc. of this solution may be safely and 
almost painlessly injected into the trachea without pro- 
ducing laryngeal spasm, and that distress is relieved and 
the general health improved under this treatment. 

N. Taptas^ contributes an article on the surgical treat- 
ment of laryngeal tuberculosis. He reports a case of 
tuberculosis of the larynx involving the left ventricular 
band and aryepiglottic fold, the left vocal cord being 
covered with granulations. The patient was 47 years 
of age, the family and previous histories negative. The 
present illness began with intermittent hoarseness three 
years previously, becoming pronounced a year later after 
an acute attack of pleurisy and bronchitis. Emaciation 
was extreme, the weight having fallen from 97 to 48 kilos. 
In the region of the larynx was a fluctuating tumor of 
the size of a small orange and ready to open at a point 
where the skin was tense and yellow. The lateral dimen- 
sions of the larynx were normal. Limgs were negative, 
temperature 37-38 C. 

After introducing an O^Dwyer^s tube an incision was 
made in the median line and the walls curetted deeply. 
The left lamella of the thyroid cartilage was found 
necrosed, allowing a communication of the external ab- 
scess with the interior of the larynx. Prolonging the 
incision to include the first rings of the trachea, and in- 
serting a Trendelenburg canula Taptas then removed with 
curette and scissors the greater part of the left side of the 



(1) Semaine m^dicale. 
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larynx. He scraped out in pieces as large as hazel-npts, 
calcified tubercles which filled the ventricle of Morgagni. 
To insure entire removal of all diseased portions, he 
resected a large part of the cricoid cartilage, cauterized 
the surface of the wound with the thermo-cautery, and 
tamponed with iodoform gauze. 

After two-and-a-half months the patient is in perfect 
condition, having gained 22 kilos in weight. On lar- 
yngoscopic examination the right half of the larynx is 
normal in appearance with the exception of a slight red- 
ness. Its motility is perfect and there is no sign of infil- 
tration. The left half, which was operated on, was, of 
course, immobile and contracted, narrowing somewhat 
the lumen of the larynx, but all inflammation seemed to 
have ceased. The Trendelenburg canula was still in 
place^y the author planning to remove it later by a plastic 
operation. 

In answer to the question as to the indications for such 
intervention in the future, Taptas cites the literature at 
length, the general conclusions from which were, hitherto, 
for the most part unfavorable to thyrotomy, as not ac- 
complishing more thjin simple tracheotomy, which, al- 
though done for the sole purpose of averting death from 
suffocation, has availed not only to ameliorate the local 
conditions of the larynx, but to cause expectoration and 
pulmonary symptoms to disappear. Since tracheotomy in 
laryngeal tuberculosis exerts its favorable influence by 
giving repose to the larynx, and affording free oxygenation 
of the blood, favored by respiration through a large and 
always patent canida, of coxirse thyrotomy would do the 
same with the additional advantage of removing the seat 
of infection. Between thyrotomy and tracheotomy the 
author concludes that in cases in which the laryngeal 
tumor may with probability be imputed to an edema 
rather than an infiltration, one should be content with 
tracheotomy. So also in those cases of laryngeal affection 
which evolve rapidly, or when the extent of the disease is 
still undefined and the condition of the lungs is uncer- 
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tain. But ijx the case of axx old tuberculosis with a cal- 
cified tumor more or less localized upon the ventricular 
bands, with or without participation of the epiglottis or 
the arytenoids, thyrotomy should follow tracheotomy at 
the same sitting after tiie introduction of a canula and 
tampon, and should allow of the curetting and thorough 
excision of the diseased portions and cauterization of the 
surface of the wound. 

G. Ttautmann^ urges the early diagnosis and removal 
of tubercular tumors of the larynx. They occur more 
frequently than is generally appreciated, both solitary 
and multiple, usually in youth. They cause no pain, and 
merely affect the voice. They may be located in the ven- 
tricle, under the angle of the glottis, on the posterior wall, 
very rarely on the false vocal cords and still more rarely 
on the true cords. They can be differentiated from other 
tumors by the absence of any tendency to xdceration. The 
discovery of fibro-epitheliomatous elements should suggest 
the probability of a tubercular tumor. Bemoval is fol- 
lowed by marked improvement in many cases and by 
complete cure in others, especially if the tumor is primary. 

A. Fasano* is inclined to consider thiocol a specific 
against tuberculosis, at least in the larynx. He found 
that patients with pulmonary or larjnageal tuberculosis 
were very much benefited by the internal administration 
of thiocol, and consequently he applied it as a local rem- 
edy. The insuflBations were made witti 10 to 15 eg. 
thiocol, 40 eg. cocain and 1 gm. boric acid. He reports 
three cases of primary laryngeal tuberculosis cured after 
a few months of this treatment, supplemented by an oper- 
ation in one case. Also seven out of eleven cases of sec- 
ondary infection, all operated oil. 

W. FreudenthaP describes the treatment adopted by 
him at the Montefiore Home. In pre-tuberculous laryn- 
gitis great care is to be tak^n to treat the anemic or 
iiyperemic mucous membranie. In the anemiiC st^ige in- 
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BTifflations of zinc sozoiodol with sugar of milk^ applica- 
tions of nitrate of silver in 3 per cent solutions^ liquor 
ferri sesquicMorid (1.0 to 30.0) and Peruvian balsam 
with spiritus vini rectif. In the hyperemic stage, creo- 
sote 0.5, spirits vini 10.0, glycerin 60.0 with appropriate 
inhalations. After a long experience with lactic acid its 
use is unreservedly condemned and the following plan 
adopted. After cleansing the larynx a powder of sacchar- 
ated suprarenal gland (3 to 6 grains) is insufflated. 
This is followed by the menthol orthoform emulsion: 
menthol 1.0, 6.0, 10.0, 15.0, ol. amygdal dulc. 30.0; vitelli 
ovorum 25.0; orthoform 12.5; aq. dest. q. s. ad 100.0. 
Begin with 1.0 per cent menthol and increase to 10.0 per 
cent as the toleration of patient permits; 15.0 per cent 
is used in rare cases only. In some cases in which other 
remedies cannot be borne, olive oil, one glass one-half 
hour before breakfast, makes swallowing easier. For the 
bronchial cough he uses heroin. 

The treatment of tuberculosis of the larynx is fully and 
sensibly discussed by Sendziak.* In cases treated with 
orthoform he has observed not only an analgesic action, 
but also a favorable action upon the tuberculous lesions 
themselves. The drug is applied either as a powder or 
as an emulsion with menthol according to PreudenthaFs 
formula. Lactic acid gives good results in selected cases. 
The drug must be applied energetically by rubbing. The 
intervals between the applications should be of sufficient 
length (one to two weeks) to allow the complete separa- 
tion of the dead epithelium. Other efficacious remedies 
are phenolum sulphuricum in 20 to 40 per cent solution 
in the treatment of ulcerations; parachlorphenol applied 
in 5 to 10 per cent solutions in glycerin ; parachlorphenol, 
however, frequently provokes vomiting; menthol in 10 
to 20 per cent oily solutions. The writer gives an ex- 
tensive list of other remedies. 

J. H. Coulter* contributes a paper upon the same sub- 
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ject, in which he extols guaiacol cither as an application 
or according to Donnellan's method of submucous injec- 
tion (Lancet, 1898, July 14). He begins with a 20 per 
cent solution and increases it to 80 per cent within two 
weeks. Before the use of the guaiacol the larynx is 
cleansed with an alkaline spray and an anesthetic of 
holocain 1 per cent, and antipyrin 1^ per cent applied. 

Syphilis. According to Aubin^ hereditary syphilis of 
the larynx is more frequent than is generally believed. 
Frequently laryngeal afifections return and persist in chil- 
dren and simulate chronic tracheo-laryngitis, while they 
are only laryngeal lesions of hereditary syphilis (ulcer- 
ating gummata, etc.), whose nature is usually misunder- 
stood. Diagnosis of these lesions is possible by a single 
laryngeal examination. The presence on the patient's 
body of specific lesions or dysirophic stigmata is an ele- 
ment of great advantage in doubtful cases. These lar- 
yngopathies are of grave prognosis, especially since they 
affect the function of the organ, and because they give 
rise to progressive stenoses that may lead to fatal results. 
They are remarkably influenced by specific treatment 
(iodin in large doses, hypodermic injections of the bin- 
iodid of mercury). The cicatricial contractions justify 
surgical treatment. 

Stenosis. The following case of stenosis of the larynx 
following fracture is reported by A. W. Watson.* A boy 
of 16 years, on May 6, 1899, while riding his bicycle, ran 
into the tail-board of a wagon, striking his neck over the 
thyroid cartilage and sustaining a lacerated wound be- 
neath the chin. He went to a near by hospital where 
three stitches were put in the chin cut and he was then 
allowed to go home. The voice was lost immediately 
after the accident and he had cough and bloody expectora- 
tion for three days, but no dyspnea. He had also dys- 
phagia. When he became able to swallow, food would 
enter the larynx, causing paroxysms of coughing. Six 
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weeks afterward he developed dyspnea which increased up 
to July 14, when the author first saw him. His voice 
was reduced to a hoarse whisper. External examination 
showed some flattening of the thyroid angle and a recent 
scar beneath the chin. Laryngoscopy showed adhesion be- 
tween the ventricular bands except a small opening pos- 
teriorly. The supra-arytenoids were drawn together and 
inwards and the vocal cords were invisible. The adhesion 
between the bands was cut and a few days after a large 
intubation tube introduced^ which was later exchanged 
for a hard rubber tube, and on September 15 a larger 
metal tube was introduced which was kept in until Oc- 
tober 10. 

Having recdved no real benefit from this procedure a 
preliminary tracheotomy was performed on the last date, 
and a week later the patient was sent home wearing a 
tracheal tube. November 6 an operation for laryngo- 
fissure was done. When the wings of the thyroid were 
reached and separated, it was found that from the thyroid 
notch to below the vocal cords, the cartilage was about a 
quarter of an inch thick, the thickened portion extend- 
ing backward about a third of an inch, pushing the 
ventricular bands upward, and the anterior commissure 
of the vocal cords backward. The redundant tissue was 
cut away from the wall of the larynx, and shelled out. 
A catgut stitch was passed through the thyroid cartilage 
and the ends of the vocal cords, and tied, and the skin 
wound sutured. The patient was allowed to go home 
November 13, still wearing the tracheal tube. The tube 
was kept corked part of the time, and later when the tube 
had been kept corked continually for two weeks, it was 
removed and the opening allowed to heal. At preseiit 
the voice is clear and strong and the breathing perfectly 
free, the boy being able to work and do as he pleases. 

Alapy^ is reported as having successfully treated a case 
of laryngeal stenosis following intubation, by a Thiersch 
graft, after dilation with elastic bougies had proven futile, 

(1) Centralb. f. Chir., No. 62, 1900. 
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The larynx was opened by laryngo-fissure, and the con- 
fitrieting cicatrix at the level of the cricoid was dissected 
out, leaving a circular wound, in the floor of which the 
cricoid cartilage and the first ring of ihe trachea lay 
exposed. This wound was then covered with a Thiersch 
graft held in place by a cylindrical roll of gauze which 
was stitched to the larynx. The graft healed perfectly. 
In a short time the patient could breathe freely so that the 
tradieotomy wound could be closed. On recovery some 
hoarseness persisted. 

I. A. Abt* reports a case of laryngeal stenosis, develop- 
ing after two days of gradually increasing dyspnea. 
Efforts to introduce the intubation tube proved unsuc- 
cessful on account of an obstruction encountered in the 
larynx. Tracheotomy was performed followed in twenty- 
four hours by death. The autopsy showed the lumen of the 
larynx greatly diminished, open posteriorly, and the mu- 
cous membrane covered by a smooth, white, glistening, 
adherent membrane. Cultures made from the secretion 
found in the larynx, by W. J. Class revealed the diplococ- 
cus described by him as diplocoecus scarlatinse. 

Intubation. Bahn^ has altered the shape of the tube 
and rendered intubation so simple, he claims, that the 
general practitioner can accomplish it without the aid of 
a specialist. His tube is rounded at the lower end, has 
a narrower portion at the point corresponding to the 
thyroid cartilage, and flares into a funnel above, the edge 
cut oflf slanting toward the front ITot far from the top 
a metal hook projects inside the tube, only slightly ob- 
structing the lumen. The tube is inserted by means of a 
Erause snare, the canula carrying the wire being about 
eight centimeters long with a beak very similar to that 
of a Eustachian catheter. The wire hooks over the metal 
peg on the posterior wall of the tube and is drawn tight 
until the tube fits close against the canula in which the 
wire loop runs, thus forming a solid extension of the 
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canula. The child in the dorsal decubitus on the bed, 
the gag in his mouth, one assistant holds the head still 
and another the hands and feet. The physician holds 
down the tongue and pushes the epi- 
glottis out of the way with the left 
forefinger. The tube can then be in- 
serted with ease. The wire loop is 
released in the usual way. The tube 
can be removed by reversing the pro- 
cess, inserting the loop projecting 
from the canula, hooking it over the 
peg and drawing it tight. See Figs. 





Fig. 22. 



22-25. 



Fig. 23. 



In order to prevent auto-extuhation, F. Schlecten- 
dahl* advises that the thread attached to the tube, by 



V 



Fig. 24. 




Fig. 25. 

which, in case of necessity, the tube can be quickly and 
easily with drawn, be passed through the child's nose in- 

(1) Mtlnch. med. Woch., April 30, 19<tt. 
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stead of its mouth. By means of a piece of court-plaster 
or collodion the free end of the thread is fastened to the 
nostril and if, in addition, the child is compelled to wear 
mittens, it is safe from picking fingers as well as from 
tongue and teeth. To remove the tube quickly the fore- 
finger is passed into the throat, the thread, meantime, 
having been disengaged from the nostril by the other 
hand, is easily drawn downward and backward and the 
tube, almost at the same time, drawn out. By this device 
the author asserts that the too frequent, disagreeable 
and often fatal accident of auto-extubation will be largely 
avoided. 

J. Trumpp* recommends the more frequent employment 
of intubation by the general practitioner, but only after 
the necessary dexterity is acquired by experiment upon the 
cadaver. The author describes the technic of the oper- 
ation and commends its simplicity. The merits of the 
different varieties of O^Dwyer's tubes in the market are 
discussed, and the superiority of the hard rubber tube 
over that of metal, the author thinks is evident. He, how- 
ever, suggests some minor changes in the shape of the 
tube, particularly a slight incurvation backward from the 
middle swelling. A somewhat flexible instead of a rigid 
obturator is also suggested. 

Johann von Bokay^ reports four cases of false passage 
of the tube, with the postmortem findings. Eeferences 
to the study of the subject by Variot, Heyman and others 
are also made. The diagnosis of false passage, he says, is 
made easy by one cardinal symptom, that respiration does 
not become freer after introduction of the tube, but on the 
contrary ceases entirely after a short lapse of time. On 
palpation at the entrance of the larynx the head of the 
tube will be found to be in an oblique position, and in 
some instances the lower end of the tube can even be felt 
through the skin. Hemorrhage, emphysema and abscess 
are the usual consequences and perichondritis thyroidea 
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and cricoidea may easily develop into pyemia. The prog- 
nosis of false passage is bad. The prophylaxis consists in 
a faultless technie, acquired only by practice on the 
cadaver^ on animals^ or as opportunity offers^ on children 
without stenosis, but with, mayhap, a fistula. The opera- 
tion should never be attempted unless the operator has 
had abundant and most careful training. As to position, 
von Bokay recommends the upright one with the patient 
sitting in the lap of the nurse, contrary to Heubner who 
allows the patient to lie down flat. Treatment of false 
passage when made consists, according to the author, in 
removal of the tube, and the performance of a secondary 
tracheotomy, although Levestre and Martin advise a re- 
newed attempt at intubation which is usually futile. 

laryngeetomy. Von HeippaP calls attention to the 
modem improvements in technic, by which the mortality 
in this operation has been reduced from 41 per cent to 10 
per cent. The chief of these is the employment of the 
tracheal tamponade of iodoform gauze, by which the aspi- 
ration pneumonia which often followed the old method, 
is prevented. He traces the development or evolution of 
the modem technic through the various measures which 
have been undertaken to meet the dangers which beset this 
operation. Kocher^s preliminary tracheotomy with the 
employment of the Trendelenburg and Rose positions ; the 
primary suture of the pharynx wound devised by Poppert 
to protect the esophagus and mediastinum from infection ; 
the prophylactic resection of the trachea according to 
Gluck's method, the stump of the trachea being thus iso- 
lated from the wound; and finally the restoration of the 
continuity of the air passages by the Poederl operation of 
uniting the stump of the trachea by a strong suture to the 
hyoid bone. A case reported by Foederl* from the clinic 
of Qussenbauer, was dismissed cured in fourteen days. 
Von Heippal reports a case of his own in which he did 
the Foederl operation, which, however, was not successful 

g) Arch, fur kiln. Chinirgy Bd. LXIIL 
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in that sloughing and gangrene of the tracheal stump su- 
pervened and the wound in the pharynx failed to unite. 
After many weary weeks the patient made a final recovery^ 
but owing to non-union, formation of fistula and reopera- 
tion, was eventually in the same condition as those who 
are operated on according to the Gluck method with pre- 
liminary resection of the trachea. The author therefore 
prefers the Gluck operation to that of Foederl. 

H. Werckmeister^ has collected 297 cases of total extir- 
pation of the larynx of which 36 were fatal. Gluck, out 
of 26 cases, had good results in 23. 

Tamers. 0. Chiari* has concluded from extensive his- 
tologic research that the nodules known as "singers' nodes*' 
are the result of a circumscribed hypertrophy of the mar- 
gin of the vocal cords, which occurs in consequence of 
protracted local irritation. If a gland or the orifice of a 
gland happens to be located at the spot — ^which, however, 
is seldom the case — ^it shares in the production of the 
nodule, but is not the essential cause of its formation, as 
some have assumed. 

Cyst of the Vocal Cord. J. P. Clarke* reports a case. 
The patient complained of hoarseness and difficulty in 
speaking. Above the surface of the right vocal cord was 
an oval, smooth, grayish-white, pearly swelling. Under 
cocain an attempt was made to remove it with the Schrot- 
ter forceps, but it was so firm that the forceps slipped oflf. 
It was then incised with a concealed laryngeal knife, and 
a milky fluid exuded, after which the cyst disappeared. 
Microscopically the contents showed degenerated epithelial 
cells and a few leucocytes. Nine months later there was 
no diSiculty in talking, and the voice was clear. There 
were two minute knobs of mucous membrane projecting 
from the free edge of the vocal cord. 

Laryng^cele. Pelletier* makes a contribution to the 
study of this subject. Laryngoceles are tumors filled with 
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air, lying in the larynx. They are divisible into two prin- 
cipal groups: 1. Laryngoceles unaccompanied by solution 
of continuity of the laryngeal walls. They are usually 
intralaryngeal, and are produced by a dilation of the nor- 
mal or abnormal cavities lying in relation to the larynx. 
Of these there are two examples by Carrey, successfully 
treated by reposition and compression. Abnormal cavities 
of congenital origin give two tjrpes of laryngoceles. The 
first corresponds to the ^Ventricular laryngocele" of Vir- 
chow. It is due to the dilation of the prolongation of the 
ventricle of Morgagni. The tumor is then intralaryngeal, 
and situated behind the thjrro-hyoid membrane. It is vis- 
ible by laryngoscopic examination even without external 
manifestation and the cyst is little developed. The sec- 
ond corresponds to the description of Bennet and Gruber. 
The diverticula of the distended ventricles of Morgagni 
form two tumors, separated by a retracted portion. One 
is intralaryngeal, the other extralaryngeal and lies in 
front of the thjrro-hyoid membrane. In short it is the 
intermediate type between laryngoceles without, and lar- 
yngoceles with solution of continuity of the laryngeal 
walls. The tumors are more or less rounded, without ad- 
herence to the skin. They are usually reducible by pres- 
sure. Functional troubles of the voice and especially res- 
piration vary with the volume of the tumor. That it is 
which calls for surgical intervention. Compression is only 
a palliative means, without permanent action on the intra- 
laryngeal tumor. We ought therefore to ablate both extra- 
and intralaryngeal tumors, which can be done by trach- 
eotomy. 

2. Laryngoceles resulting from a solution of conti- 
nuity of the laryngeal wall. They are usually extralaryn- 
geal. In one variety, theoretically possible, the solution 
of continuity would be incomplete. The laryngeal mu- 
cosa would be intact and would form a hernia through 
the solution of cartilaginous continuity. The existence 
of this variety has never been shown. In a second variety 
the solution of continuity is complete. It can be due to 
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a congenital lesion of the larynx, a traumatism or an ul- 
ceration of the larynx. For the laryngocele to be pro- 
duced under such conditions it is necessary that the apo- 
neuroses situated against the larynx be intact. These limit 
the walls of the pocket and prevent the air from passing 
from pocket to pocket in the cellular tissue of the neck. 
These laryngoceles form round and smooth tumors of 
variable size. They are adherent to the deeper parts, 
though the skin is movable on their surfaces. They are 
sonorous on percussion, their reducibility is inconstant, 
due without doubt to the narrowness of the laryngeal fis- 
sure. The treatment varies with the cause. In laryn- 
goceles due to tuberculous ulceration of the larynx, it 
would be prudent to resort to palliative treatment, to 
avoid everything which aggravates the laryngocele and to 
exert moderate compression on the tumor. 

Angioma. Seifert^ says that angioma is one of the rar- 
est of the benign tumors of the larynx. Fauvel has ob- 
served only 1 in 300 cases of benign tumors of the larynx, 
Jurasz 2 in 193, Schrotter and Moritz Schmidt each 1. 
Isolated cases have been published by Heinze, Elsberg, 
Kidd, Loonus, Wolfenden, Glasgow, Tanler, Pantaloni, 
Hamilton, Bond, Magnan, 0. Chiari, Krieg, etc., but these 
were surely only angio-fibromata, or more correctly vascu- 
lar fibromata. The cases of Bond, where there was a very 
bloody expectoration, or those of Loonus and Magnan, 
where there were at the same time angiomata upon the 
soft palate, the tonsils, the left side of the tongue, the left 
ventricular band and vocal cord, and those of Chiari and 
Krieg can be considered as true angiomata. In all these 
cases there is a cavernous tumor, very rarely a simple an- 
gioma, and very rarely, indeed, varices. The cavernous 
lymph-angioma was observed only once and the site was 
the aryepiglottic fold. 

Siefert has met with only one case of tumorous varix 
of the larynx. It was in a man aged 60, who had very 
frequent hemorrhages. The tumor, which was upon the 

(1) Rev. hebdom. de Laryng., etc., Jan. 12, 1901. 
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^left vocal cord, was removed by means of a Schrotter's 
forceps. Angiomata develop very gradually. The cavern- 
ous are raspberry-like prominences of a deep red or bluish 
red color, sometimes almost black. They often act as true 
erectile tumors, their volume being increased by pressure 
(Krieg). The simple angioma most often appears as a 
level prominence, close examination of which shows it 
to be composed of a large number of fine blood vessels. 
The varix forms a bluish red nodule. 

The false angiomata, especially the angio-fibromata, are 
less rare. In fifty-four cases of benign tumors of the 
larynx observed in the last nine-and-a-half-years, Seifert 
found eight angio-fibromata, of which seven were in men 
and one in a woman. The age of the patients ranged from 
36 to 50 years. The tumors were situated three times on 
the right vocal cord, three times on the left vocal cord, 
and once at the anterior commissure. In the case shown 
in the Atlas of Seifert and Kahn, there was a timior on 
each vocal cord. The angio-fibromata are tumors of the 
size of a lentil or pea, very rarely attaining that of a 
cherry, presenting usually a large base, only exceptionally 
possessing a pedicle more or less marked, and noticeable 
for their deep bluish red color and unequal, irregular sur- 
face. The vocal cords are the most frequent seat of the 
tumors, but they have also been observed on the ventricu- 
lar bands, in the vestibule of Morgagni, at the anterior 
commissure and on the aryepiglottic fold. They are usu- 
ally single, but sometimes multiple. The angio-fibromata 
as well as the true angiomata and simple fibromata, are 
more often observed in men than in women, and are often 
accompanied by hyperemia and chronic catarrh of the 
larynx. 

Among the eight cases of angioma of the larynx which 
he observed, the following appeared especially interesting. 
It was in a man of 50 years, who had suffered for a year 
with pronounced hoarseness. Believing that it was a sim- 
ple catarrh of the larynx the physicians he had consulted 
had him take the treatment at Eeichenhall, etc., which 
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had produced no alleviation. There had never been 
hematemesis. The examination of the larynx showed, in 
addition to a very pronounced inflammation of the organ, 
the presence on the anterior commissure of a tumor 
slightly larger than a pea, of a bluish red color and of 
aspect and form to justify the diagnosis of an angioma. 
Ablation performed by means of a Schrotter^s forceps was 
a little difficult, since the surface of insertion of the tumor 
extended up to the sub-glottic space. The hemorrhage 
following the operation was very abundant, but was 
stopped at the end of ten minutes after the patient had 
eaten considerable ice. The voice became clear immedi- 
ately after the operation, the cure was accomplished with- 
out any accident, and the patient actually possessed an 
absolutely normal voice. Microscopic examination showed 
that the tumor was composed of connective tissue with 
numerous cavernous spaces filled with blood. The con- 
nective tissue presented a peculiar fibrinous degeneration. 
The epithelium of the surface was transformed into homy 
layers, which gave to the edges of the tumor a white color 
that had been observed in the laryngoscopic examination. 
Carcinoma. J. N. MacKenzie* strongly opposes the re- 
moval of a portion of a suspected carcinomatous laryngeal 
growth for the purpose of verifying the diagnosis, since 
when this is done there is always danger of auto-infection 
at the point of incision and of metastasis elsewhere. It 
also stimulates the local growth of the cancer and the in- 
formation given by the microscope is often inconclusive 
and misleading. He is opposed to the endolarjmgeal 
method of operating for cancer, and makes a plea for the 
early recognition of the growth by naked eye diagnosis 
and then an early attempt at radical removal, and regards 
thyrotomy as justifiable as a diagnostic measure in cases 
in which there is a reasonable degree of doubt. He does 
not consider any operation as of any lasting good that 
stops short of complete excision of the larynx and the 
neighboring lymphatics and glands. Any operation should 

(1) Jour, of LaiTiigol., Oct., 1900. 
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be done with the same degree of thoroughness that an 
operation for cancer is done in any other part of the body, 
and ^^in the hands of a skillful surgeon extirpation of the 
larynx is not the ghastly operation that we have been taught 
to regard it in the past, whilst its dangers are largely, 
if not wholly, preventable. Excision of the larynx and 
the removal of the neck lymphatics is one of the simplest 
and easiest dissections of major surgery, and the chief 
danger accompanying the former, septic pneumonia, may 
be perfectly done away with by low tracheotomy and pack- 
ing between the tube and the upper wound. The chief dan- 
ger is not from the operation, but from recurrence in the 
neck lymphatics. No operation for laryngeal cancer is 
complete without the removal of the neck lymphatics.^^ 

The history of the treatment of laryngeal cancer up to 
the present time has been discouraging because the dis- 
ease has been only partly removed. Favorable statistics 
and prognosis in cancer of the larynx will not appear until 
the surgeon removes not only the entire organ, but also 
the neighboring lymphatic area, nor can the conscientious 
surgeon consider that he has done his whole duty to his 
patient and himself imless he has done this. 



TRACHEA. 

Traeheotomy. — J. Rogers, Jr.,* reports a series of cases 
of which four were laryngotomies, and ten tracheotomies, 
without a death which could be ascribed to the operation. 
Cocain should be used when the patient is controllable, 
but children, or patients who cannot be kept quiet require 
chloroform, and in no instance did it cause trouble. Most 
of these patients suffered division of the cricoid cartilage, 
and experience seems to demonstrate that such an opera- 
tion, if the canula has to be worn for any length of time, 
invariably leads to bad cidatricial contraction, which can 
be cured only by prolonged intubation. It can, however, 

a) N. T. Med. Record, Aprfl 27, 1901. 

Digitized by VjOOQ iC 



TRACHEA. 

be permanently overcome in every instance. Laryn- 
gotomy, except for tumor, is useless. The high opening 
of the respiratory passages, on the other hand, has some 
distinct elements of safety in its performance. A low 
tracheotomy presents only the doubtful advantage of a 
less probability of subsequent stricture above a long re- 
tained canula. If the stenosis is not chronic, and there is 
hope of a speedy cure by a simple tracheotomy and the 
wearing of a canula a few weeks, and also if a careful dis- 
section is possible, the low operation is preferable. In 
general, and especially for emergencies and chronic steno- 
sis, which must subsequently be treated by intubation, the 
high operation is safer and better than the low. Granula- 
tions, as a complication, were not encountered in any of 
the cases reported, and in several of them the canula was 
worn for a long period. Granulations develop at the up- 
per angle of a tracheotomy wound, but do not in them- 
selves give trouble. They are merely a prelude to the- 
subsequent cicatrix which draws the trachea together in 
a dome-shaped pouch above the canula, and this contrac- 
tion seems to be worse, the nearer the wound is to the 
vocal cords. 

Beseotion of the trachea is advocated by 0. Franken- 
berger.^ He reports a case of strumous stenosis in a girl 
of sixteen from Maixner's clinic. Tracheotomy was per- 
formed, entirely relieving the dyspnea and threatened 
asphyxia. The tube was removed on the eighth day and 
recovery was complete. The stenosis recurred nine 
months later, however, but was relieved by catheterization. 
The author advances the claim that the only radical treat- 
ment of stenoses of strumous origin, and all chronic steno- 
ses which include only a limited portion of the treachea, 
is in removal of the stenosed part, t. e., resection. He 
cites the cases of Kuster, one of laceration of the trachea 
resulting in stenosis on cicatrization, the other a severing 
of the wind-pipe in attempted suicide, one end growing 
into the skin. In both of these cases resection was success- 
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fnlly perf onned. The experiments of Colley, Gluck and 
Zeller on dogs are cited. The author reports his experi- 
ments with seven dogs on which he practiced resection of 
the trachea^ and describes the technic employed* Although 
two of his dogs died of pnenmonia, the results in the oth- 
ers were so fayorable as to commend the operation in hu- 
man practice^ the conditions of asepsis, etc., being better 
in the human being. 

BBONCHI. 

Bicard^ operated in a case in which a canula had fallen 
into the right bronchus, by opening up the anterior medi- 
astinum. The incision started at the left stemo-dayicu- 
lar articulation and passed across to the other. It was 
then carried perpendicularly to the third rib and then 
horizontally across the sternum to the left side. The 
clavicle -was disarticulated, and a chondro-stemal flap 
turned back, without the slightest hemorrhage. The pleu- 
ral sac was drawn out of the way and the trachea and right 
bronchus were thus easily exposed, but the left bronchus 
was not visible. 

Fired^ reports a case of foreign body in a secondary 
bronchus. A boy had inspired a rounded lead button, 
about 8 mm. in diameter. Several months later the for- 
eign body was removed from the site of lodgment at the 
bifurcation of a bronchus of the second dimension by von 
Schrotter, by means of a Killian's tube inserted under 
cocain through the natural passages, the forceps being 
manipulated under guidance of the eye. 



ESOPHAGUS. 

Boumeville* reports two cases of sudden, repeated hem- 
atemesis in two epileptic idiotic children, rapidly fatal. 

(1) Progrta mMleal, March 80, 1901. 

(2) Unsar. Mediz. Prease, Noa. 3S, 84. 85. 

(3) TrogrH medical. June », 19(0. 
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There were no functional disturbances; the children did 
not complain of pain and the cause of the hematemesis 
was unknown until the autopsy disclosed in each case a 
fragment of bone impacted in the upper portion of the 
esophagus, with ulceration and perforation into the phar- 
ynx in one case in which the bone had lodged behind the 
cricoid cartilage. He emphasizes the importance of strict 
oversight of the food of idiots in order to prevent such 
accidents, and the selection of suitable articles of food for 
them. 

ANESTHETICS. 

In regard to the anesthetic for operations on nose and 
throat, F. E. Hopkins* is in the habit of using ether. Not 
having a trained anesthetist at his command, he always 
asks the physician sending him the patient to give the 
ether. In a number of cases conditions have arisen which 
for a time seemed alarming, because of collapse cfue to the 
anesthetic, yet there always seemed something to work on 
and the patient was always restored. If rectal etherization 
could be used, it would be a great convenience in opera- 
tions on the nose and throat. Buxton has followed this 
method extensively, and says that it affords superior facil- 
ities and freedom to the operator, less ether is used, recov- 
ery is more rapid, after-effects are less severe and the 
stage of excitement is lessened or abrogated. The dis- 
advantage is the greater length of time it requires. He 
has succeeded in three minutes and has had to wait for 
fifteen or thirty in other cases. Bennett, Miller, Brown 
and Kelly pronounce nitrous oxid almost an ideal agent 
for production of anesthesia, though not for its mainte- 
nance. It is pleasant to inhale, rapid in action, free from 
irritating or stimulating effects and is the safest anes- 
thetic known. Used to precede ether, a form of anesthesia 
18 obtained which is exceedingly satisfactory. The patient 
at the beginning is spared any knowledge of ether used, 

(1) BoitoQ M, and 8. Jour., Sept 12, 1901, 
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none being administered until unconsciousness is induced 
by the gas. There is no coughing^ no choking^ no stage of 
excitement and little or no mucus. When ether is began 
it can be pushed to complete anesthesia in two or three 
minutes. Miller reports 160 eases in which no one has 
been conscious when the change was made, or has experi- 
enced anything disagreeable from the anesthetic. Brown 
and Kelly report that after over 200 anesthetizations with 
this method, their faith in it has increased a hundred- 
fold. They use Bennett's inhaler and follow his method. 
Buxton recommends nitrous oxid for all brief operations 
both in dentistry and general surgery. In all conditions 
in which any respiratory difficulty exists, as in cyanosis 
and in asthenic states, it is well to give it in combination 
with oxygen, but when for any reason that method is im- 
practicable, nitrous oxid with air gives in skilled hands 
nearly as good results. He considers ether the best and 
safest anesthetic, either alone or preceded by nitrous oxid, 
both for children and for adults, and states that it should 
be adopted as the routine practice. 

As a general anesthetic in adenoid operations, J. W. 
Gleitsman* uses ethyl bromid almost exclusively. He pre- 
fers Merck's preparation and administers a sufficient quan- 
tity with an impermeable mask to produce complete nar- 
cosis — ^generally less than 30 grams being necessary. 
The bromid is given to the child held in the upright posi- 
tion. He instructs his assistants to lower the head of the 
child quickly after removal of the instrument to allow 
the outflow of blood. 



(1) LarynsoBcope, July, IML 
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Abate, raso-motor coryza, 
244. 

Abercrombie, polypus of aud- 
itory canal» 141. 

Abt, I. A., stenosis of larynx, 
315. 

Abscess, brain, 194; healing 
of, 201; extradural, 194; 
intradural, 195. 

Abscess; lacrimal, 49; peri- 
tonsillar, 287. 

Accessory cavities; anatomy 
of, 251; communications be- 
tween, 252; diagnosis, 254; 
inflammation, etiology, 253 ; 
tumors, malignant, of, 263- 
268. 

Accommodation, Tscheming's 
theory questioned, 12; 
Valle's theory of, 15. 

Acoin, as local anesthetic in 
eye practice, 115. 

Acoumeter, 218. 

Adeno-carcinoma, primary, of 
nose, 247. 

Adenoids, 272; see pharyn- 
geal tonsil. 

Adenotome, Oradle's, highly 
recommended, 276. 

Adrenalin in eye practice, 
113. 

Aitken, D. W., treatment of 
suppurative otitis media, 
169. 

Akouphone, 215. 

Alapy, stenosis of larynx, 
314. 

Albargin, in eye practice, 
115. 

Albrand, lacrimal obstruction, 
49. 

Alderton, A. H., subacute ca- 
tarrhal otitis media, 148. 



Alexander, G., mastoid opera- 
tion under local anesthesia, 
189. 

AUeman, L. A. W., ocular 
symptoms in diabetes, 108. 

AUport, F., on vision in rail- 
road service, 34. 

Alt, A., on protargol, 117. 

Alveolar sarcoma of choroid, 
97. 

Amaurosis; from acute ure- 
mia, 110; dental, 75. 

Ambert, E., acoumeter, 218. 

Amblyopia; alcoholic, 76; 
from essences, 77; from hy- 
drastis, 78; hysteric, 107; 
from intestinal autointoxi- 
cation, 111; from iodoform, 
78; from nicotin, 76; from 
santonin, 77; from scor- 
pion bite, 78; from thyroi- 
din, 78; toxic, 76. 

Amblyopia ex anopsia, 83. 

Andrews, J. A., use of salt 
solution after lens extrac- 
tion, 64. 

Androgsky, cataract opera- 
tion, 61; ganglion cells of 
iris, 11. 

Anesthetics in nose and 
throat practice, 237. 

Angelucci, lithemia of optic 
nerve, 75. 

Angina epiglottidea anterior, 
305. 

Angina of Vincent, 284; anal- 
ogous to ulcero-membran- 
ous stomatitis, 285. 

Angiofibroma of nose, 246. 

Angioma of lanmx, 321; true 
and false, 321-323. 

Anisometropia, 28. 

Antonelli, dacryocystitis, 50; 
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orbital periostitis, 86; or- 
bital cellulitis, 86. 

Aphakia, accommodation in» 
17; explanation of, 18. 

Aphasia, hysteric, 302. 

Aqueous humor, increase of 
in acute glaucoma, 12; sp. 
gr. of. 12. 

Arcus senilis, nature of, 58. 

Argentamin in conjunctivitis, 
117. 

Aron, O., hysteric aphasia, 
302. 

Artificial eye, hollow, 126. 

Aschheim, H., iris transfix- 
ion, 103. 

Aspergillus Flavecens, 141. 

Aspergillus Keratitis, 55. 

Aspirin in eye diseases, 119. 

Asthenopia, definition of, 25; 
homatropin in, 27; treat- 
ment, 25. 

Astigmatism, operative 
changes in, 28. 

Athanasui, A., Vincent's an- 
gina, 284. 

Atrabilin in eye diseases, 113. 

Atrophic rhinitis, 230; elec- 
trolysis for, 230; ivory 
nails for, 230. 

Aubin, hereditary syphilis of 
lanmx, 313. 

Auditory canal, 136; animate 
bodies in, 139; aspergillus 
in, 141; atresia of, 136; 
bony defects of, 176; ceru- 
men in, 141; pus in, 140; 
sinus of, 139. 

Auerbach, M., operative 
changes in astigmatism, 
28; variations in eye meas- 
urements. 

Aural polypi, 172. 

Auricle, 134; deformity of, 
134; foreign bodies in, 138; 
prominence of, 135; opera- 
tion for, 135; syphilis of, 
136. 

Avellis, G., acute frontal sinu- 
sitis with ulceration, 258. 

Axenfeld, Th., forgetting 
how to see, 13. 



Axes of eye, method of indi- 
cating, 19. 

Baas, K., regeneration of 
lens, 59. 

Bachman, R. A., labyrinthine 
vertigo, 211. 

Bacon, O., mastoid disease, 
183 ; nonoperative treat- 
ment of mastoid disease, 
189. 

Bacteria, relation of conjunc- 
tival to eye surgery, 36. 

Bacteriology of eye, 36-39. 

Baeumler, E., penetrating 
wounds of eye, 90. 

Baker, A. R., albuminuric 
retinitis, prognosis, 107; 
potassium iodid in eye dis- 
eases, 118. 

Ballance, C. A., operation for 
brain abscess, 195. 

Ballenger, W. L., tuberculosis 
of septum, 238. 

Barraquer, hysteric ambly- 
opia, 107. 

Basco, D., keratomycosis, 56. 

Baup, tuberculosis of tonsils, 
290. 

Beaudoux, H. A., commotio 
retinae from contrecoup. 

Bellows, G. E., fracture of or- 
bit, 93. 

Bergmann, L. E., 74. 

Best, histology of conjuncti- 
val tumors, 98. 

Biette, A., diplobacillus con- 
junctivitis, 37; regenera- 
tion of ciliary nerves, 11. 

Bifocal glasses. Weeks' meth- 
od, 30. 

Binaural hearing, 320. 

Birkett, H. S., dermoid cyst 
of nose, 245. 

Bitzos, report on third eye- 
lid, 40. 

Blanca, S., chancre of eye, 47. 

Blepharitis, cause and treat- 
ment, 40; due to vaccinia, 
41. 

Blepharo-sphincterectomy for 
trachoma, etc., 100. 
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Blepharospasm, 40; hysteric, 
40; surgical interyention 
in, 40. 

Blepharochalasis, 41; first de- 
scribed by Hotz, 41. 

Blind spot, largest in myopes, 
11; normal variations in 
size of, 11. 

Blinking, treatment of, 41. 

Bonain's mixture, 147. 

Bone cysts of middle turbi- 
nal, 246.^ 

Bogusz, B. von, irideremia, 
66. 

Bokay, Johann von, intuba- 
tion, false passages caused 
by, 317, 

Borsch, J. L., hollow artifi- 
cial eye, 125. 

Bomemann, on albargin, 115. 

Botwinnik, on changes in cor- 
neal curvature, 28. 

Boumeville, bone impacted in 
esophagus, 826. 

Boylan, J. E., surgery of tur- 
binals, 229. 

Brain abscess, 194. 

Breitung, M., refiez cough 
from foreign body in audi- 
tory canal, 140. 

Brindel, hydrorrhea in spas- 
modic coryza, 244. 

Brixa, J., injury to eye from 
lightning, 92. 

Broeckmann, E., on pannus, 
43. 

Bronchi, foreign bodies in, 
326. 

Brown, J. E., early paracen- 
tesis, 147. 

Brunton, T. L., pupil reflex 
in alcoholic neuritis, 76. 

Buchanan, L., optic nerve 
atrophy, cause, of, 73. 

Bull, C. S., on operative treat- 
ment of myopia, 25. 

Bull, G. J., use of stereoscope 
in heterophoria, 83. 

Buller. F., and Byers, W. O., 
carcinoma o f lacrimal 
gland, 53. 



Burnett, C. H., incudectomy, 

159. 
Burnett, S. M., on keratoco- 

nus, 58. 
Bumham, O. H., pilocarpin 

in eye diseases, 112. 

Calderon, foreign bodies in 
orbit, 86. 

Callan, P. A., on secondary 
cataract, 64. 

Capillary drainage, 171. 

Carcinoma, of conjunctival 
papilloma, 97; of ear, 217. 

Casselberry, W. E., serous dis- 
ease of antrum, 255. 

Cataract, 59; complications, 
65; death following extrac- 
tion, 65; detachment of 
choroid after operation for, 
65; due to peripheral ad- 
hesion of iris, 61; imma- 
ture, 59; injection of salt 
solution after extraction, 
64; operations for, 60-63; 
operations, results of, 104; 
prolapse of iris after, 64; 
secondary, operation for, 
64; secondary, origin of, 
60; spontaneous disappear- 
ance of, 59; technic of op- 
eration for, 60-62; vertigo 
following extraction, 64. 

Cervical adenitis, due to in- 
fection from upper air 
tract, 249. 

Chappell, W. F., hemorrhage 
from circumtonsillar ab- 
scess, 289. 

Chancre, of bulbar conjunc- 
tiva, 47. 

Chiari, 0., singer's nodes, 
319. 

Chloretone, combined with 
cocain, 111. 

Choked disc, cause of, 73. 

Cholesteatoma, 174; cranial, 
205. 

Chorioretinitis, disseminated, 
68. 

Choroid; alveolar sarcoma of, 
97; melanotic sarcoma of, 



Digitized by 



Google 



332 



INDEX. 



97; sarcoma of, 96; tuber* 

culosis of, 97. 
Choroiditis, Tay's, 69. 
Chromoscope, 23. 
Ciliary nerves, regeneration 

of, 11. 
Ciliectomy, 40. 
Clinometer, 126. 
Clarke, J. P., cyst of Tocal 

cord, 319. 
Coates, Q., epistaxis in old 

people, 240. 
Cobb, C. M., atrophic rhin- 
itis, electrolysis in, 230; 

cervical adenitis, cause of, 

249. 
Cohn, H., on use of proper 

type in Journals, 33. 
Cohn, photometer, 32. 
Color-blindness, tests for, 21- 

24. 
Color perception in infants, 

24. 

Color sense, 21; chromoscope 
test, 23; tests for, 21-24. 

Color tests, 21; lanterns, 21- 
23. 

Cornea, 54; changes under 
slight influences, 28; cur- 
vature as means of identi- 
fication, ^9; erosion of, 56; 
mycosis of, 56; opacities of, 
58; phlyctenulae of, 55; ro- 
dent ulcer of, 56; serpent 
Ulcer of, 56; sunburn, pre- 
vention of, 58. 

Conjunctivitis, diphtheritic, 
48; luetic, 44; Parinaud's, 
48. 

Conjunctiva, 42; diplobacillus 
infection of, 37; hemor- 
rhage from, 48; histology 
of tumors of, 97; infection 
from public baths, 33; non- 
pathogenic bacteria of, 38; 
pemphigus of, 49; pneumo- 
coccus infection of, 37, 38; 
tuberculosis of, 44, 45; vac- 
cinia of, 48. 

Coover, D. H., Jonnesco's op- 
eration, 88. 



Coomes, M. F., methyl blue in 
conjunctivitis, 119. 

Coppez and Gunzburg, 104. 

Coppez, thyroidin amblyopia^ 
78. 

Corrosive sublimate in con- 
juncUvitis, 114; in tra- 
choma, 43. 

Coryza, 225; new treatment 
for, 226; spasmodic, hy- 
drorrhea in, 244. 

Coulter, J. H., guaiacol in 
laryngeal tuberculosis, 312. 

Cox, C. N., epistaxis, 239. 

Cruchaudeau, syphilitic stig- 
mata of eye, 108. 

Cryer, M. H., etiology of an- 
tral disease, 254. 

Crystalline lens, 59; anterior 
dislocation, operation, 63; 
congenital dislocation, op- 
eration, 63; regeneration 
of. 59. 

Culver, C. M., on cycloplegics, 
28. 

CuviUier, prophylactic meas- 
ures against adenoids, 273. 

Cystic angioma of nose, 245. 

Dacryocystitis as cause of 

inflammation of frontal and 

ethmoid sinuses, 50. 
Dalen, A., salt solution pre- 

parea for irrigation of eye, 

121. 

Danziger, congenital deafness, 

220. 
Darier, dionin as a local an- 
algesic, 114. 
Daulnoy, sympathectomy for 

glaucoma, 89. 
Daxenberger, F., argentamin 

in conjunctivitis, 117. 
Davis, A. B., on vicarious 

fovea, 17. 
Deafness, congenital, 220; 

hysteric, 140. 
Defective speech in children, 

treatment, 303. 
Dehio, complications of ton- 

silitis. 286. 
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Del Toro, on cause of catar- 
act, 61. 

Dench, £. B., Diagnosis of 
mastoiditis, 179; early op- 
eration in mastoiditis, 186. 

Dendritic keratitis, 56. 

Dermoid cyst of nose, 245. 

De Schweinitz, 6. E., on im- 
mature cataracts, 59; use 
of salt solution, 64. 

Despagnet, on vision in rail- 
road service, 36. 

Deutsch, A., ulcer of cornea, 
56. 

Deviation of septum, 233; 
Asch operation for, 234; eti- 
ology, 233; Gleason's opera- 
tion, 235; Moure's opera- 
tion, 236; operations, 233; 
Roe's operation, 233. 

De Vries, W. M., iodoform 
amblyopia, 78. 

De Wecker, anterior scler- 
otomy in glaucoma, 89. 

Dezaucon and Griffon, etiol- 
ogy of tonsilitis, 282. 

Diabetes mellitus, ocular 
symptoms in, 108. 

Dilator muscle of pupil, not 
present in man, 10. 

Dionin, local analgesic in eye 
practice, 114. 

Dodd, H. W., on Jonnesco's 
operation, 88. 

Dodd, Oscar, sphenoidal brain 
abscess associated with 
mastoiditis, 204. 

Dodd, W., green vision, 24. 

Donnellan, mycosis of naso- 
pharynx, 269. 

Dor, visual complications of 
mumps, 109. 

Dormiol, hypnotic after catp 
aract operations, 113. 

Douglass, B., accessory cavi- 
ties, 251; nasal conditions 
in aged, 249. 

Doyne, R. W., radiant heat 
in eye diseases, 68. 

Drum membrane, 142; anes- 
thesia, 142; paracentesis of, 
147. 



Duane, A., clinometer, 126; 
examination of eye mus- 
cles, 80; tenotomy, 82. 

Duell, A. B., electrolytic dila- 
tion of Eustachian tube, 
155. 

Dufour, Courmont and Rou- 
lette, 109. 

Dunn, B. L., on centering of 
lenses, 29. 

Dunn, P., on soft cataract, 61. 

Dupuy, Homer, anesthesia of 
drum membrane, 142. 

Duval, tonsillitis infections, 
281. 

Ear, carcinoma of, 217; dis- 
eases affecting eye, 219. 

Edmunds, W., on experiment- 
al exophthalmos and eno- 
phthalmus, 16. 

Eldridge-Green, on color 
tests, 24. 

Electricity, injury to eyes 
from flash of, 71. 

Electrolysis in trachoma, 43. 

Ellis, B., injury to eye, 93. 

Elsberg, C. A., nirvanin in 
eye practice, 119. 

Elschnig, A., 85; massage in 
eye disease, 119. 

Engelmann, protargol in oph- 
thalmia neonatorum, 116. 

Enophthalmus, experimental, 
16; temporary, 85. 

Enucleation of eye, 106. 

Entropion; and trichiosis, 
history of operations, 103; 
wedge operation for, 103. 

Eplstaxis, 239; in old people, 
240; suprarenal for, 240. 

Eserin, action of on ocular 
circulation, 14. 

Esophagus, bone impacted 
in, 326. 

Ethmoid cells, carcinoma of, 
268. 

Ethyl bromid in adenoid op- 
erations, 328. 

Euphthalmin as a mydriatic, 
111. 

Eustachian tube, 155; elec- 
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trolytie dilation ot 1S5, 
167. 

Eye; anatomy of, 9; bacteri- 
ology of, 38; bullet injuries, 
91; changes in myopia, 26; 
excretion from, 15; exam- 
ination of, 18; hys^ene of, 
30; injury from lightning 
stroKO, 92; lime bums of, 
92; measurements of an- 
terior portions of, 29; 
metastatic abscess of, 107; 
method of indicating axes 
of, 19; operations, 99; 
penetrating wounds of, suc- 
cessful treatment with cau- 
tery, 90; physiology of, 
12; protection of, 33; re- 
fraction of, 26; symptoms 
in general diseases, 107; 
syphilitic stigmata of, 108; 
tension of, measurement of, 
211. 

Bye-ball, movements of in 
persons seeing for first 
time, 13; steel and iron in, 
diagnosis and treatment, 
104. 

Eyelids, 40; hysteric alopecia 
of, 107; third, 40. 

Eyre, J. W. H., on tuberculo- 
sis of conjunctiva, 44. 

Exophthalmus; experimental, 
16; from thrombosis of 
cavernous sinus, 108. 

Fage, opticociliary resection 
for glaucoma, 89. 

Falta, M., on trachoma, 42, 
43. 

Fasano, A., thiocol a specific 
in laryngeal tuberculosis, 
311. 

Fejer, O., extirpation of la- 
crimal sac, 162. 

FeJer, J., blepharospasm, 40. 

Fergus, F., operation for 
ptosis, 106. 

Ferguson, H. L., children of 
New Zealand, 32. 

Fernandez, S., cataract oper- 
ation, 62. 



Ferrerl, O., foreign body in 
pharynx, 298. 

Finlay, C. E., nonimmunity 
of Cubans to tobacco, 76. 

Fired, foreign body in bron- 
chus, 326. 

Fischenbeck, syphilis of naso- 
phanmx, 270. 

Fisher, J. H., nicotin am- 
blyopia, 76. 

Flateau, T. S., atrophic rhin- 
iUs, 230. 

Fliess, W., nasal neuroses, 
240. 

Foederl, laryngectomy, 318. 

Forgetting how to see, 13. 

Foster, M. L., 103. 

Fovea, vicarious or false, 17. 

Fox, L. W., operation for 
strabismus, 84. 

Fox, W., spring catarrh, 47. 

Fox. W. H., eye Injuries from 
electric light, 71. 

Frankenberger, O., resection 
of trachea, 326. 

Freeman, W. J., on the sep- 
tum, 232. 

Freer, O. T., adenoids, only 
effective treatment, opera- 
Uon, 274. 

Freudenthal, W., treatment 
of laryngeal tuberculosis, 
311. 

Fried, A., ant on uvula, 279. 

Fridenburg, P., foreign bod- 
ies in auditory canal, 138. 

Friedenwald, H., ulcer of cor- 
nea, 66. 

Frontal sinus; acute inflam- 
mation of, with ulceration, 
268; empyema, irrigation 
through natural opening, 
266; mucocele of, 268; radi- 
cal operation for, 267-8; 
supplementary, 263. 

Frugiuele, on dilator of pu- 
pil, 10. 

Frutiger, A., physiology of 
middle ear, 134. 

Fuchs, detachment of cho- 
roid, 66; macular changes 
in myopia, 27. 
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Furet, F., treatment sphenoid 
empyema, 269; chronic 
sphenoid sinusitis, 269. 

Galezowski, blepharitis, 40; 
tubercular choroiditis, 110. 

Gardner, Fletcher, otomyco- 
cis, 141. 

Gaudier, hypertrophic rhin- 
itis, treatment, 228. 

Gtontilini, G., aspergillus ker- 
atitis, 66. 

Gerber, P. H., nasal leprosy, 
238. 

Gilford, H., alopecia, hysteric 
of eyelids, 107. 

Glaucoma, 88; hemorrhagic, 
90; hemorrhage after iri- 
dectomy for, 89; holocain 
for pain in, 89; opticocil- 
iary resection for, 89; re- 
section of cervical ganglia 
for, 88; sclerotomy, ante- 
rior, before iridectomy for, 
89; unilateral acute, 88. 

Gleason, E. B., mastoid oper- 
ations, 184; septum opera- 
tion, 236. 

Gleitsman, J. W., ethyl brom- 
id in adenoid operations, 
328. 

Glioma of retina, 98, 99. 

Goldstein, M. A., submucous 
cauterization, 230. 

Goldzieher, iodoform rods in 
anterior chamber, 122. 

Golowin, S. 8., on spec, gr. of 
aqueous humor, 12. 

Gonzalez, L., optic neuritis 
from scorpion bite, 78; 
quinin in corneal infection, 
118. 

Goodale, J. L., neurotic in- 
flammations of mouth, 276. 

Gradenigo, new tonometer, 
128. 

Gradle, H., adenotome, 276; 
bony defects in auditory 
canal, 176; capillary drain- 
age in otitis media, 146. 

Gray, A. A., anesthesia of 
drum membrane, 142; toxic 



effect of anilin oil in ears, 
144. 

Grayson, Chas., chronic rhin- 
itis, 227. 

Greef, R., on ophthalmia 
neonatorum, 46. 

Green, D., adult stammerers, 
302. 

Green vision, 24. 

Grocler, tuberculosis of pal- 
ate, 279. 

Groenow, on ophthalmia neo- 
natorum, 46. 

Gronholm, von, on action of 
eserin, 14. 

Grossman, K., on color tests, 
21; prognosis as to hear- 
ing after mastoid opera- 
tion, 194. 

Griinert, K., weight of lens, 
9. 

Griinwald, peritonsillar ab- 
scess, 287. 

Guende, injury to eye, 90. 

Guerola, N., on ophthalmia 
neonatorum, 47. 

Guibert, causes of sympathet- 
ic ophthalmia, 96. 

Gunn, D., lacrimal obstruc- 
tion in children, 62. 

Gutmann, B., complicated 
cataract, 66; parenchjrma- 
tous keratitis, 64; subli- 
mate in purulent conjunc- 
tivitis, 114. 

Haab, on Keratitis, 64. 

Haab giant magnet, use of, 
104. 

Halts, subconjunctival injec- 
tions, 118. 

Halle, J., infection of con- 
junctiva, 37. 

Hansen, H. F., blind spot, 
size of, 11; conjunctival 
hemorrhage in infant, 48; 
conjunctival tuberculosis, 
46; vision, economic valua- 
tion of, 34. 

Harlan, G. C, effects on eye 
of gunshot wound of cer- 
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vical sympathetic, 91; pro- 
lapse of iris, 64. 

Harris, T. J., electro-bougie 
in Eustachian occlusion, 
156. 

Hawkes, C. S., fracture of 
skull, followed by nystag- 
mus, 93; optic atrophy, 
hereditary, 75. 

Hauenschild, oxycyanate of 
mercury, 117. 

Herrmann, G., nasal syphilis, 
239. 

Heinemann, E., operations on 
eye, 99. 

Heinleth, von, sarcoma of 
tonsil, 291. 

Heippal, yon, laryngectomy, 
improved technic of, 318. 

Hellat, P., streptothrix in ton- 
silitis. 283. 

Helleberg, bactericidal power 
of tears, 38. 

Hemianopsia, homonymous, 
107. 

Herbert, H., wedge operation 
for entropion and trichia- 
sis, 103. 

Herrnheiser, treatment of 
strabismus in children, 84. 

Heuse, sympathetic ophthal- 
mia, 95. 

Hoelschen, latent sinus 
thrombosis, 210. 

Holden and Bosse, on color 
perception in infants, 24. 

Holinger, J., cholesteatoma, 
174. 

Hollow bandage, 125. 

Homatropin in asthenopia, 
27; as a cycloplegic, 29. 

Hoople, H. N., eye aflCected 
by nasal condition, 241. 

Hopkins, F. E., anesthetics 
in nose and throat practice, 
327. 

Hopkins, O. W., treatment of 
ostitis media by super- 
heated air, 153. 

Hot air; in eye diseases, 121. 

Hotz, F. C, hemorrhage after 



iridectomy for glaucoma, 

89. 
Howe, L., on inter-ocular 

base line, 12. 
Hinshelwood, holocain for 

pain in glaucoma, 89; 

word-blindness, 74. 
Hirsch, Q., acoin as local 

anesthetic, 114. 
Hirschberg, J., removal of 

steel from vitreous, 79; X- 

ray in eye tumors, 96. 
Huber, treatment to relieve 

mouth breathing, 274. 
Hunsche, K., demodex folli- 

culorum, 38. 
Hyperphoria, 82. 
Hysteric deafness, 140. 
Hysteric mastoiditis, 194. 

Ice, danger from use on eye, 
121. 

Ichthargan in trachoma, 42. 

Incisura santorini, 140. 

Ingersol, J. M., animate bod- 
ies in auditory canal, 139. 

Illuminating gas as cause 
of ocular disease, 77. 

Imre, J., argentamin in tra- 
choma, 117. 

Infants, color perception in, 
24. 

Ingals, E. F., empyema of 
frontal sinus, 257. 

Injuries to eye, 90. 

Inouye, M., luetic conjuncti- 
vitis, 44; santonin ambly- 
opia, 77. 

Internal ear, 212; ssrphilis of, 
214. 

Inter-ocular base line, meas- 
urement of, 12. 

Intraocular organs, nutrition 
of. 17. 

Intratracheal injections, 309. 

Intubation of larynx, 315; 
extubation, prevention of, 
316; false passage caused 
by, 317; new set for, 315. 

lodids in eye diseases, 65; 
sweat-baths to increase effi- 
cacy of, 66. 
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Iodoform, 122. 

lodogallican in trachoma, 42. 

Iridochoroiditis, chronic idio- 
pathic, 69. 

Iris, ganglion cells of, 11. 

Iris, 66; cilium implantation 
on, 66; exfoliation of, 66; 
ganglion cells of, 11; in- 
flammation of, 68; rupture 
of sphincter of, 94; trans- 
fixion, Fuch's method, 103. 

Iritis, 68; radiant heat for, 
68. 

Isola, hydatid cyst of orbit, 
87. 

Jacovletf, sperminum in dis- 
ease of fundus, 118. 

Jackson, E., euphthalmia, 
111; homatropin, 29; iris, 
exfoliation of, 66; lens re- 
moval, effect on myopia, 
104. 

Jameson, E., sclerosis, 54. 

Jameson, P. C, conjunctival 
bacteria, 36; trachoma, 42. 

Jequerity, in eye diseases, 
115; in pannus, 44. 

Jocqs, cortical center of ma- 
cula, 14. 

Keneflck, J. A., Eustachian di- 
lation, 157; mechanical aids 
to hearing, 215. 

Keratitis, 54; aspergillus, 55; 
dendritic. 56; interstitial, 
in acquired syphilis, 55; 
lattice-like form, 54; petrl- 
flcans, 55; vesicular after 
cataract operations, 55. 

Keratoconus, 57; galvano- 
cautery, best treatment for, 
57; nonoperative treatment 
of little value, 58. 

Keratomycosis, 56. 

Kerrison, P. D., unrecognized 
adenoids in children, 273. 

King, G., Asch method, 234. 

Klein, S., amblyopia exanop- 
sia, 83; vertigo following 
cataract extraction, 64. 



Knapp, H., on keratoconus, 
57. 

Knies, M., chromoscope, 23. 

Koenig, A., syphilitic adhe- 
sion of palate, 298. 

Koenlgstein, L., 64. 

Konigshofer, on prevention 
of myopia, 30; 108. 

Komer, O., cranial cholestea- 
toma, 205. 

Krantchenko, on corneal opac- 
ities, 581 

Krefeld, operation on tear- 
sac, 50. 

Kreschner, M., paralysis of 
soft palate, 287. 

Kyle, D. B., migratory for- 
eign body, 250; pharyngo- 
mycosis, 276. 

Labanoff, conjunctival bac- 
teria, 38. 

Labyrinth, spongifying of, 
211. 

Lacrimal apparatus, 49; ab- 
scess of, 49, 52; obstruc- 
tions, 49, 50; treatment of, 
52. 

Lacrimal canal, anatomy of, 
9; actinomycosis of, 53; 
development of, 15; elec- 
trolysis for stenosis of, 51; 
foreign body in, 53. 

Lacrimal gland, abscess of, 
52; carcinoma of, 53. 

Lagleyze, orbital meningo- 
cele, 87. 

Lagrange, electrolysis of 
lacrimal canal, 51; graft- 
ing rabbit's eye, 106. 

Lake, R., removal of posterior 
meatal flap in mastoid oper- 
ations, 188. 

Landolt, E., operation in 
strabismus, 84; test types, 
20. 

Lanois, M., hysteric deafness, 
140. 

Lapersonne, abrin for pan- 
nus, 115. 

Largin, in superflcial eye dis- 
eases, 116. 
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lAirngectomy, 318. 

Laryngocele, 319. 

Larynx, 298; angioma of» 
321; carcinoma of, 323; in- 
flammation of, rheumatic, 
306; intubation .of, 316; 
laryngocele, 321; nervous 
disorders of, 298; paralysis 
of, 299; stenosis of, 313; 
syphilis of, 313; tubercu- 
losis of, 307; tumors of, 
319. 

Larynx, tuberculosis of, 307; 
guaiacol locally, 313; intra- 
tracheal injections in, 309; 
orthoform emulsion In, 312; 
phenosalyl in, 308; surgical 
treatment of, 309-311; thio- 
col in, 311; various drugs 
used in, 308-312. 

Lawford, J. D., on luetic ker- 
atitis, 66. 

Leber, on nutrition of intra- 
ocular organs, 17. 

Lederman, M. D., mouth- 
breathing in childhood, 272. 

Legrange, melanotic sarcoma, 
96. 

Lenoir, 0., mastoid opera- 
tions, 188. 

Leprince, ulceration of cor- 
nea in malaria, 109. 

Lenses, proper centering of, 
29. 

Lens; nutrition of, 13; re- 
generation of, 114; removal 
of, effect in myopia, 104; 
traumatic luxation of, 93; 
weight of after extraction, 
9. See also crystalline 
lens. 

Leaner, L., Vincent's angina 
analogous to ulcero-mem- 
branous stomatitis, 286. 

Lehille, Vincent's angina, 
284. 

Leukemia, chronic, eye 
changes in, 110. 

Levy, A., conjunctival tuber- 
culosis, 46. 

Lewy, B., nasal reflex neuro- 
sis, 243. 



Liaras, G., hysteric mastoid- 
iUs, 194. 

Lime burns of eye, 92. 

Linhart, C. P., electrolysis of 
Eustachian tube, 166. 

Lippincott, J. A., nasal asep- 
sis in eye operations, 100. 

Loeb, H. W., approximation 
of central incisors, 277. 

Loeve, operations on sphe- 
noid sinus, 261. 

Lubinski, M., inflammation of 
nasal septum, 201. 

Lundsgaard, bacteria of con- 
junctivitis, 38. 

MacDonald, S., 108. 

MacBwen, healing of brain 
abscess, 203. 

Mackenzie, J. N., carcinoma 
of lanmx, 326. 

Macula; cortical center of, 
14; holes at, 71. 

Malaria, dendritic ulceration 
of cornea in, 109. 

Maljutin, influence of hard 
palate on voice, 277. 

Marion, G., postaurlcular in- 
cision in mastoid opera- 
tions, 189. 

Masselon, J., on jequerity, 
116. 

Massage in eye disease, 119. 

Mastoid disease, 179; diag- 
nosis of, 179; by ausculta- 
tion, 180; nonoperative 
treatment, 189. 

Mastoiditis, hysteric, 194. 

Mastoid operations, 181, 186; 
indications for, 181; un- 
der local anesthesia, 189. 

Maklakof, A. A., ozena bacil- 
lus in eyelids, 39. 

Makuen, G. H., defective 
speech in children, 303. 

May, C. H., new ophthalmo- 
scope, 123. 

Mayer, Emil, antral empyema 
in infants, 266. 

Maxillary antrum, 263; empy- 
ema of, )n infants, 266; ser- 
ous disease of, 266; treat- 
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ineht through natural open- 
ing, 266. 
McCaw, J. F., acute otitis 

m^dia cdmpliiiatilit in- 

fluensa, 147^ 
MeKer&dn, S. P.i siniia 

thrombosis, 206; tr^tmSnt 

of suppurative otitis inedia, 

165. 
McReynolds, J. O., operation 

for pterygtum, 161. 
Mechanical aids to hearing^ 

215. 
Meierhot E. lu. Inspissated 

cerumen, 141. 
Meisling, new perimeter, 128. 
Melanotic sarcoma of uveal 

tract, 96; of choroid, 97. 
Mendel, F., on luetic keratitis, 

55; on technic of cataract 

operation, 60. 
Mendoza, S. de, supplemen- 
tary frontal sinuses, 253. 
Merts, A., on cause of choked 

disc, 73. 
Methyl blue in purulent oon« 

Junctivitis, 119. 
Michel, conjunctival pemphi- 
gus, 49. 
Michel, von, iriUs, 68. 
Middle ear, 144. 
Miosis after gunshot wound 

of cervical sympathetic, 91. 
Mignon, M., nasal fosse and 

consumption, 247. 
Migraine ophthalmoplegique, 

76. 
Mitchell, S., injury to eye, 

92; sunburn of cornea, 58; 

wound of sclera, 94. 
Molinie, J., nasal hydrorrhea, 

248. 
Morton, McI., chloretone in 

ophthalmic practice, 111. 
Moure, septum operation, 

236; set of instruments, 

236; paracentesis, 147. 
Mouth, neurotic inliammation 

of, 276. 
Moulder, M. B., blepharo- 

sphincterectomy, 100. 



Mumps, visual complications, 

109. 
Muntendam, B., chlorotic 

papillitis, 110. 
MuscleSi ocular, 80; congen- 

itill paralysis of, 85; exam- 

inatfoh of, 80; opei'ation 

on, 105; paralysis of, 85; 

Savage's study of, 81; ten- 
otomy, 82. 
Muaeular imbalance, test for, 

20. 
Mycosis; of nasopharynx, 

269. 
Myers, T. D., on trachoma, 

43. 
Myopia; eye changes in 26; 

macular changes in, 27; 

operative treatment of, 25; 

prevention of, 30; in school 

children, 32. 

Nargol in eye practice, 116. 

Nasal; angio-flbroma, 246; 
conditions in aged, 249; 
fosse in prophylaxis and 
treatment of tuberculosis, 
247; hydrorrhea, 243; po- 
lyps, 245; see also nose. 

Nasal cavities, cleansing be- 
fore eye operations, 100. 

Nasophanmx, 269; bursitis 
of, 269; mycosis of, 269; 
syphilis of, 270. 

Natanson, congenital stenosis 
of nasal duct, 52. 

Nettleship, E., bullet wounds 
of orbital structures, 91. 

Neurosis, nasal, 240; due to 
polyps, 243. 

Neustatter, on validol, 112. 

Newcomb, J. B., angio-flbroma 
of nose, 246. 

Nicati, tension of eye, 21. 

Nicolai, N., theory of accom- 
modation, 12. 

Nirvanin as an analgesic in 
eye practice, 119. 

Nose; air currents, course of, 
in, 225; genital point in, 
240; neurosis of, 240; syph- 
ilis of, 239; tuberculosis 
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of, 23S; tumors of, 245. See 

also nasal. 
Nuel and Benoit, on excretion 

from eye, 15. 
Nystagmus, rotary, following 

fracture of skull, 93. 

Ocular muscles, 80; see mus- 
cles, ocular. 

Oculomotor paresis, relaps- 
ing, 85. 

Oertzen, conjunctival bac- 
teria, 38. 

OgilYie, F. M., "holes" at mac- 
ula, 71. 

Ohlemann, use of baths and 
mineral waters, 122. 

Oily solutions, better than 
watery in some eye dis- 
eases, 122. 

Oliver, C. A., hemorrhagic 
glaucoma, 90. 

Ollendorf, on neuroparalytic 
keratitis, 39. 

Onodi, A., communications be- 
tween sinuses, 252. 

Open treatment after opera- 
tions, 99. 

Ophthalmia neonatorum, 45; 
bacteriologic examination, 
value of, 46; caused by 
various bacteria, 47; gono- 
cocci not always present, 
47; treatment of, by chlor- 
in water, 45; by formalin, 
45; by protafgol, 47; by 
silver acetate, 47; by sil- 
ver nitrate, 45, 46; weak 
silver solutions best, 46. 

Ophthalmoplegia, unilateral, 
85. 

Ophthalmoscopes, 123; C. H. 
May's, 123; Pusey's pocket, 
123; WolfTs electric, 128. 

Ophthalmoscopy, 18. 

Optic atrophy, 75. 

Optic lithemia, 75. 

Optic nerve, 70; Indamma- 
tion of, 72; choked disc, 
73. 

Optic neuritis, diagnostic 
value of, 72; cured by re- 



moval of adenoids, 108; 
first symptoms simulating 
keratitis, 73; sequel to 
chlorosis, 110. 

Oppenheimer, S., ear diseases 
affecting eye, 219. 

Orbit, 86; cellulitis of, 86; 
development after early 
loss of eye, 86; foreign 
bodies, tolerance of, 86; 
fracture of, followed by 
diplopia, 93; hydatid cyst 
of, 87; meningocele of, 
87; method of removal of 
tumors of, 87; periostitis 
of, 86. 

Orchitis, tonsillar, 287. 

Otitis media, 144; acute ca- 
tarrhal, 144; acute suppur- 
ative, 145; chronic nonsup- 
purative, 149; massage, 
151; superheated air, 153; 
surgical, 159; subacute ca- 
tarrhal, 148; suppurative, 
163; treatment of, 151-164. 

Otomycosis, 141. 

Ovio, on nutrition of crystal- 
line lens, 13. 

Packard, F. R., pus in audi- 
tory canal from suppurat- 
ing parotid gland, 140; 
syphilis of auricle, 136; 
syphilis of labsnrinth, 214. 

Paderstein, R., migraine oph- 
thalmoplegique, 76. 

Pagenstecher, cataract extrac- 
tion, 61; iodids in eye dis- 
eases, 65. 

Palate, hard, influence on 
voice of singers, 277. 

Palate, soft; paralysis of, 
287; syphilitic adhesions 
of, 298 ; tubercular perfora- 
tion of, 279. 

Pannus; Jequirity for, 44; 
peritomy for, 43. 

Parinaud's conjunctivitis, 48. 

Parker, acquired S3rphilis of 
pharynx, 297. 

Parker, C. A., air currents in 
nasal respiration, 225. 



Digitized by 



Google 



INDEX. 



341 



Parsons, J. H., nicotin ambly- 
opia, 76. 

Passow, healing of brain ab- 
scess, 201. 

Payne, empyema of frontal 
sinus, 258. 

Pause, R., tuberculosis of 
maxillary and sphenoid sin- 
uses, 261. 

Pelletler, laryngoceles, 319. 

Pemphigus of conjunctiva, 
49. 

Perimeter, Meisling's, 128. 

Peritomy for pannus, 43. 

Peritonsillar abscess, 287; 
dangers of, 288, 289; hem- 
orrhage from, 289; usually 
supratonsillar phlegmon, 
287. 

Perret, on vernal conjunctivi- 
Us, 48. 

Pes, treatment of blepharo- 
spasm, 40. 

Petit, on diplobacillus infec- 
tion of eye, 37. 

Pharyngeal tonsil, 272; au- 
ral disease from, 274; evil 
effects of hypertrophy of, 
273; histology of, 272; hy- 
pertrophy, prophylaxis, 273. 

Pharyngomycosis, a keratosis, 
276. 

Pharynx, 294; mycosis of, 
276; retropharyngeal ab- 
scess, 294; syphilis, ac- 
quired, of, 297. 

Phenosalyl, in nose and 
throat practice, 308. 

Phillips, W. C, tympanic In- 
fection, 146. 

Phorometer, monocular, 125. 

Photometer, for testing illum- 
ination of school-rooms, 32. 

Phlyctenular keratitis, 55. 

Pick, L., retinal changes In 
leukemia, 110. 

Pierce, N. H., treatment an- 
tral empyema, 256. 

Plhl, A., vaccine conjuncti- 
vitis, 48. 

Pllocarpin, for eye diseases, 
112. 



Plant, conjunctival bacteria, 
37; danger from ice appli- 
cations, 121. 

Pollak, A., on measurement 
of corneal curvatures, 19. 

Polypus, aural, 141; nasal, 
etiology, 245. 

Polyak, primary adeno-carci- 
noma of nose, 247. 

Poole, H. N., asthenopia due 
to nasal conditions, 242. 

Pooley, R. T., prominence of 
auricle, 135. 

Pond, E. A., operation on 
tear-sac, 50. 

Posey and Shumway, alveolar 
sarcoma of choroid, 97. 

Posey, W. C, hemorrhagic 
glaucoma, 90. 

Potassium iodid, in eye dis- 
eases, 118. 

Preysing, autopsy on case of 
brain abscess, 200. 

Propenko, purulent metasta- 
sis involving eye, 107. 

Prota, G., carcinoma of eth- 
moid cells, 268; malignant 
tumors of tonsils, 291. 

Protargol in eye practice, 116. 

Pruemm, J., chorioretinitis, 
68. 

Ptosis, congenital, new oper- 
ation for, 105. 

Pterygium, operation for, 49; 
101. 

Pupil reflexes, 67. 

Purtscher, effects of illumi- 
nating gas on eyes, 77. 

Pusey, B., ophthalmoscope, 
123. 

Pyle, E. W., importance of 
otology, 145; mastoid oper- 
ations, 189. 

Pyle, W. L., spontaneous dis- 
appearance of cataract, 59. 

Quinin in corneal infections, 
118. 

Rabbit's eye, grafting into 
human capsule of Tenon, 
106. 
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Rahii* intubation, 816. 

Randall, B. A., binaural hear- 
ing, 220. 

Randolph, R. L., regeneration 
of lens, 14. 

Heber, W., hjrperphoria, 82. 

Recurrent nenre, electrical 
treatment, new method, 
801. 

Refraction, 25; cycloplegics 
in, 28; value of croseed 
cylinder in, 18. 

Renshaw, nasal tuberculosis, 
238. 

Retina, 70; concussion of, 
from contrecoup, 91; de- 
tachment of 70; glioma of, 
98, 99; inflammation of, 71; 
thrombosis of, 72. 

Retinal artery, spasm of, 72. 

Retinal meridians, declina- 
tion of, 83. 

Retinitis; albuminuric, 107; 
circinata, 71. 

Retrobulbar neuritis; diagno- 
sis from hysteria, 74; rela- 
tion to accessory cavities, 
74. 

Retropharyngeal abscess, 
294; dangers of in children, 
295. 

Reuss, erosion of cornea, 58. 

Rhese, 162. 

Rhinitis; acute, 225; atro- 
phic, 230; chronic, 227; hy- 
pertrophic, 228; sine chlor- 
id injection for, 228. 

Rhodes, J. B., paralysis of 
larynx, 299; syphilis of ton- 
sils, 290. 

Ricard, 326. 

Ricchi, 39, 

Richards, retropharyngeal 
abscess, 296. 

Richter, B., treatment of re- 
current nerve, 301. 

Risley and Shumway, 97. 

Rochon-Duvigneaud, on lacri- 
mal canal, 9. 

Roe, J. O., septum operation, 
233. 



Rogers, J., Jr., tracheotomy, 
324. 

Rogers, W. R., scopolamin 
and atropin, 28. 

Rogman, sympathetic oph- 
thalmia, 95. 

Rohmer, blepharochalasis, 41. 

Roliet, lacrimal abscess, 49; 
mucocele of frontal sinus, 
268. 

Roy, D., nasophanmgeal bur- 
siUs, 269. 

Riibel, 66. 

Sachs, M., 72. 

Salt solution, preferable to 
strong antiseptics in irri- 
gation of eye, 121. 

Santos^Femandez, 111. 

Sarason, L., spectacle frame, 
126. 

Sarcoma of choroid, 96; of 
tonsil, 291. 

Sattler, R., nasal reflexes and 
eye aifections, 242. 

Savage, G. C, inspissated 
cerumen, 141; oculomotor 
apparatus, 81; phorometer, 
125. 

Schanz, F., ophthalmia neo- 
natorum, 47. 

Schieck, F., 112. 

Schiele, A., on trachoma, 42. 

Schiff, A., nasal neurosis, 241. 

Schismer, O., sympathetic 
ophthalmia, 94. 

Schlectendahl, F., 316. 

Schlesinger, J., on eye changes 
in myopia, 26. 

Schmidt-Rimpler, intraocular 
cysticerci, 79; lime bums 
of eye, 92; ophthalmia neo- 
natorum, 45. 

Schneideman, T. B., 18. 

Schoenwald, O., retinal 
thrombosis, 72. 

School-rooms, illumination of, 
31. 

Schoute, O. T., vortex veins, 
10. 

Schulin, anisometropia, 28; 
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use of homatropin in as- 
thenopes, 27. 

Schulz and Fehr, on conjunc- 
tival infection, 33. 

Schulz, P., sarcoma of cho- 
roid, 96. 

Schwabach, massage in 
chronic nonsuppurative oti- 
tis media, 151. 

Schwartz, B., 50. 

Schweinitz, Q. E., de, retinitis 
circinata, 71; rupture of 
sphincter of iris, 94; toxic 
amblyopia, 77; unilateral 
acute glaucoma, 88. 

Schweinitz, de and Shumway, 
98. 

Schweinitz, de, and Steele, 
97. 

Schwenn, R., malignant tu- 
mors of accessory sinuses, 
263-268. 

Sclera, 54; inflammation of, 
54; large wound of, 94; 
pressure on in eye exami- 
nations, 18. 

Scrini, 122. 

Seifert, angioma of larynx, 
321. 

SeiflCert, W., relapsing oculo- 
motor paresis, 85. 

Selenkowsky, retinal glioma, 
98. 

Sendziak, J., laryngeal dis- 
turbances, in diseases of 
central nervous system, 
298; laryngeal tuberculosis, 
312. 

Senn and Spirig, iridocho- 
roiditis, 69. 

Sensberg, tuberculosis of cor- 
nea, 37. 

Septum; anatomic points, 
232; deflections of, opera- 
tions, 233; diseases, classi- 
fication of, 233; inflamma- 
tion of, 231; tuberculosis 
of, 238; see also deviations. 

Sgrosso, lacrimal disease, 51; 
keratoconus, 57. 

Shearer, T. L., diagnosis of 
sinus disease, 254. 



Shumway, E. A., Tay's cho- 
roiditis. 69. 

Shutter, W., neurosis of lar- 
ynx, 300. 

Siebenmann, spongifying of 
labyrinth, 211. 

Silex, anomalous pupil re- 
flex, 67. 

Silfvast, J., cataract opera- 
tions, 104. 

Simpson, C, animate bodies 
in auditory canal, 139. 

Singer's nodes, 319. 

Sinus thrombosis, 206; symp- 
toms of, 206; treatment of, 
208. 

Sloggett, H. C, dental amau- 
rosis, 75. 

Smith, H., cataract opera- 
tions, 63. 

Smith, S. MacCuen, 163. 

Snellen, H., Sr., enucleation, 
106; hollow artificial eye, 
125; method of indicating 
axes of eye, 19. 

Snell, S., 33. 

Snow, I. M., retropharyngeal 
abscess and adenitis, 294. 

Somers, L. S., suprarenal in 
epistaxis, 240. 

Sourdines, abscess of lacri- 
mal gland, 52. 

Specimens, eye, preservation 
of, 128. 

Spectacle frame for myopes, 
126. 

Sperminum in eye practice, 
118. 

Sphenoid sinus, 259; empy- 
ema, operation through 
antrum, 259; empyema of, 
frequently associated with 
ethmoid suppuration, 260; 
operations, 261; tuberculo- 
sis of, 261. 

Spiess, 6., coryza, new treat- 
ment for, 226; vocal dis- 
turbances cured by exer- 
cise, 304. 

Spongifying of labyrinth, 211. 

Stammerers, classification, 
302. 
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stammering, treatment of, 
SOS, S04. 

Stangulaneau, li6. 

Steinitz, lacrimal suppura- 
tion, 52. 

Stein, Yon, SOS, 

Stenosis of lanmx, SIS; after 
fracture, SIS; intubation 
In, S15; Tliiersch graft for, 
S14. 

Stephenson, S., diphtheritic 
ophthalmia, 48; largin in 
eye practice, 116; phlycten- 
ular keratitis, 65; protar- 
gol, 116. 

Stereoscope, use of in eye 
examinations, 8S. 

Stevens, Q. T., declination of 
retinal meridians, 8S. 

Stoewer, P., removal of dis- 
located lens, 6S. 

Stoltsing, W., episcleritis, 64. 

Stout, O. C, coryza, 225. 

Strabismus, 84; operations 
for, 84; stereoscopic treat- 
ment of, 12S. 

Straub, amblyopia from hy- 
drastis, 78; hyalitis, 79; 
myopia in school children, 
S2. 

Strerath, P., 41. 

Stutzer, H. O., lime bums of 
eye, 92. 

Suker, O. F., keratitis petri- 
flcans, 56; sponge-globe 
method after enucleation, 
87. 

Sundholm, A., bone cysts of 
middle turbinal, 246. 

Suprarenal gland in eye prac- 
tice, 113. 

Sympathetic ophthalmia, 94; 
Panas' theory of, 95; treat- 
ment, 94, 96; mercury for, 
95; sodium salicylate for, 
95. 

Syphilis; of lanmx, 313; of 
nose, 239; of nasopharynx, 
270; of pharynx, 297; of 
tonsils, 290. 



Takamine, on adrenalin, 113. 

Takayasu, 68. 

Xaptas, N., surgical treatment 
of laryngeal tuberculosis, 
309. 

Tarsorrhaphy, 41. 

Tear-sac; draining into nose, 
50; extirpation of, 60; ob- 
literation of, 60. 

Teeth, approximation, opera- 
tion for, 277. 

Tenotomy, 82. 

Terson, actinomycosis of lac- 
rimal canals, 53; opera- 
tions on tear-sac, 50; pan- 
nus, 44; secondary catar- 
act, 60; tarsorrhaphy, 41; 
vitreous hemorrhage, 79. 

Tesseyre, 287. 

Test types, improvement on 
Snellen's, 20. 

Thiesen, C. F., angina epi- 
glottidea anterior, 305. 

Therapeutics, ocular, 111. 

Therien, cataract operation, 
62. 

Thompson, E. S., vesicular 
keratitis, 55. 

Thomson, St C, anesthesia 
of drum membrane, 144; 
complications of tonsil- 
litis, 286; rheumatic lar- 
yngitis, 305; rheumatism 
and tonsillitis, 282. 

Thomson, W. B., experi- 
mental enucleation of eye, 
86. 

Todd, Hunter, 136. 

Tonometer, new, 128. 

Tonsillitis: etiology, 281; 
complications, 286; orchi- 
tis, 287; relation to rheu- 
matism, 282; streptococcus 
and pneumococcus in, 282; 
streptothrix in, 283. 

Tonsils, faucial, 280; hy- 
pertrophy of, new opera- 
tion for, 280; as portals of 
infection, 280; sarcoma of, 
291; syphilis of, 291; tu- 
berculosis of, 290; tumors 
Of, 291. 
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Tonsillotomy rash, 275. 

Trachea, resection of, 325. 

Tracheotomy, 324. 

Trachoma, 42; treatment of, 
by corrosive sublimate, 43; 
by electrolysis, 43; by ich- 
thargan, 42; by iodogalli- 
can, 42; by instrumental 
grattage, 42. 

Trantas, 18. 

Trautmann, G., tubercular 
tumors of larynx, 311. 

Treitel, L., carcinoma of ear, 
217. 

Trombetta, E., 13. 

Troncoso, M., on accommoda- 
tion, 15. 

Trousseau, death after catar* 
act extraction, 65. 

Trumpp, J., 317. 

Tuberculin, in tuberculosis of 
uveal tract, 112. 

Tuberculosis; of conjunctiva, 
44; of larynx, 307; of nose, 
238; of palate, 279; of ton- 
sils, 290. 

Tumor, lacrimal, bacteriol- 
ogy of, 39. 

Tumors of eye, 96; X-ray in 
diagnosis of, 96. 

Tumors of larynx, 319. 

Turbinal bodies; asthenopia 
due to, 242; cauterization 
of, 230; middle, bony cysts 
of, 246; surgery of, 229. 

Type, use of proper kind for 
the eye, 33. 

Uhlman, 280. 

Uhthoff, W., 109. 

Uric acid in ear disease, 219. 

Uveal tract, 66. 

Uvula, ant on, 279. 

Yacher, cataract operation, 
62 ; intratracheal injec- 
tions, 809; new operation 
for tonsillar hypertrophy, 
280. 

Vail, D. T., acute retrobulbar 
neuritis, 74. 



Yalidol for ocular headache, 
112. 

Van den Brugh, 17. 

Vansant, E. L., etiology of 
sinusitis, 253. 

Variola, treatment of eye 
complications, 109. 

Veasey, C. A., portable ster- 
ilizer, 125; traumatic luxa- 
tion of lens, 93. 

Verhoeft, F. H., vicarious 
fovea, 17; muscular im- 
balance, 20. 

Vermes, L., 114. 

Vernal conjunctivitis, 47. 

Vertigo, labyrinthine, 211. 

Vincent, angina, 284. 

VioUet, 228. 

Vision, economic valuation 
of, 34; in railroad service, 
34-36. 

Vitreous, 79; cysticercus of, 
79; hemorrhage into, 79; 
inflammation, 79; steel 
splinter in, 79. 

Vocal cord, cyst of, 319. 

Vocal disturbances, treat- 
ment, 301-304. 

Vortex veins, course of, 10. 

Wagner, H. L., congenital de- 
formity of auricle, 134; 
cystic angioma of nose, 
245. 

Ward, N. G., treatment of 
suppurative otitis media, 
170. 

Waring, H. J., cholesteatoma, 
175. 

Waterhouse, H. T., aural 

polypi, 172. 
Watson, A. W., stenosis of 

lanmx, 313. 
Watson, W. J., preservation 

of eye specimens, 128. 
Weeks, J., bifocal lenses, 30. 
Weill, N. J., extraction of 

iron from eye, 104. 
Weiss, 8., ear complications 

in measles, 148. 
Welander, E., 116. 
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Wells, frontal sinus suppura- 
tion, 266. 

Werckmeister, H., laryngec- 
tomy, statistics, 319. 

Weyman, ciliectomy, 40; 
operation for pterygia, 49. 

Wex, P., 272. 

Wicherkiewics, use of as- 
perin, 119. 

Widmark, cataract extrac* 
tion, 60. 

Wilder, W. H., congenital dis- 
location of lens, 63. 

Williams, C, uric acid in ear 
diseases, 219. 

Williams, C. H., 36. 

Williamson and Roberts, 72* 

Wingraye, Wyatt, 275. 

Winselmann, 70. 

Wolff, H., electric ophthal- 
moscope, 123. 

Wolff, J., disapproves of nir- 
yanin, 119; enophthalmus, 
temporary, 85. 

Wolffberg, atrabilin, 113; 
blinking, 41; foreign body 
in lacrimal duct, 53; for- 
mula, 122; hollow bandage, 
125; hot air in eye treat- 
ment, 121; ophthalmia neo- 
natorum, 45. 

Wood, Casey A., massage in 
eye disease, 120; toxic am- 



blyopia, 77; treatment of 
retinal detachment, 70. 

Woodward, J. H., indications 
for mastoid operation, 181; 
sequel® of adenoids, 274. 

Wooton, H. W., operation on 
ocular muscles, 105. 

Word-blindness, congenital, 
74. 

Worth, C, strabismus, treat- 
ment, 123. 

Woskressensky, I., 112. 

Wright, J., nasal polyps, 
245; tuberculosis of lar- 
ynx, 307. 

Wflrdemann, H. V., on econo- 
mic yaluation of vision, 34. 

Wylie, Ella, 48. 

ZanotU, v., 110. 

Zamiko, aseptic head-mirror, 
218. 

Zentmeyer, W., 76. 

Ziegner, H., hemorrhage into 
yicreous, 79. 

Zimmermann, suprarenal 
gland in eye practice, 112 

Zimmermann, C, on illumin- 
ation of school-rooms, 31. 

Zimmerman, M. W., hom- 
onymous hemianopsia, 107. 

Zimmerman and Chase, 99. 

Zweifel, P., 46. 
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Professor of Medicine, Rush Medical College; with the col- 
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DECEMBER. 1901. 
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The Eye. 

Edited by CASEY A. WOOD, C. M^ M. D., 

Professor of Clinical Ophthalmology, College of Physicians and 
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The Ear. 

Edited by ALBERT H. ANDREWS, M. D., 
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The Nose and Throat. 

Edited by T. MELVILLE HARDIE, A. M., M. D., 
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Edited by JOHN RIDLON, A. M., M. D., 

Professor of Orthopedic Surgery, Northwestern University 

Medical School. 

Abont 200 pages. Cloth, $1.25. 

JULY. 1902. 
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Edited by G. F. BUTLER, M. D., 
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Edited by NORMAN BRIDGE, A. M., M. D., 
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Bdited by W. A. EVANS, M. D., 
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and 

A. GBHRMAN, M. D., 
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Chicago. 

About 200 pages. Ci^tk^ $1.26. 
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Bdited by W. L. BAUM, M. D., 
Professor of Skin and Venereal Diseases, Chicago Post Gradu- 
ate Medical School. 
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Bdited by HUGH T. PATRICK, M. D., 

Professor of Clinical Neurology, Northwestern University 

Medical School. 

Abont 186 pages. ^ Cloth, $1.26. 

The prices affixed are the net prices for the yolumes sold 
singly. 
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the fifth volume. 
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